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Among the adjuncts to the physician’s skill

Darvon Compound- 65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

Additional information available to the medical profession upon request.

ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA 46206



whatever their color,

shape, or size...

Benadryl
(diphenhydramine hydrochloride)

PARKE-DAVIS

for control of

allergic symptoms

JUL 15 1368

NEW YORK ACJDEMY
OF MEDICINE

Whether the allergen is greenish or garish, unseen or

unknown, your patient can get symptomatic relief with

BENADRYL— the potent antihistamine with antispas-

modic action. INDICATIONS: Antihistaminic, anti-

spasmodic, antitussive, and antiemetic therapy.

PRECAUTIONS: Persons who have become drowsy
on this or other antihistamine-containing drugs, or

whose tolerance is not known, should not drive

vehicles or engage in other activities requiring keen
response while using this product. Hypnotics, sed-

atives, or tranquilizers if used with diphenhydramine
hydrochloride should be prescribed with caution

because of possible additive effect. Diphenhydramine

The pink capsule with the white band is a trademark
Of Parke, Davis & Company.

has an atropine-like action which should be con-
sidered when prescribing diphenhydramine hydro-

chloride. ADVERSE REACTIONS: Side effects are

generally mild and may affect the nervous, gastro-

intestinal, and cardiovascular systems. Drowsiness,

dizziness, dryness of the mouth, nausea, nervousness,

palpitation, blurring of vision, vertigo, headache,
muscular aching, thickening of bronchial secretions,

restlessness, and insomnia have been reported.

Allergic reactions may occur.

BENADRYL is available in Kapseals® of 50 mg. and
Capsules of 25 mg. oo«67

PARKE-DAVIS



»P* DISPOSABLE UNIT
BRAND OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

(50 mg. per ml.)

ILPHALEIN®

COMPLETE,

LE,

SABLE,

DNOMICAL

NT-UNIT.

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete individual patient-unit.

Each BSP Disposable Unit contains a

sterile syringe with the 5 mg. /kg. BSP

dosage schedule imprinted on the barrel,

a sterile needle, alcohol swab and a 7.5 ml.

or 10 ml. size ampule of terminally

sterilized Bromsulphalein solution.

This all-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor— the most

costly commodities.

ISON, WESTCOTT & DUNNING. INC.
I0SPO3) BALTIMORE, MARYLAND 21201



New Claims Form
This Summer

OUR OBJECTIVE To simplify your paperwork in submitting service reports.

YOUR NEW FORM Is a small card, measuring only 3V4" x lVi". You can carry a

supply in your jacket pocket or in your car glove compartment.

No office storage problem, either.

TO FURTHER SIMPLIFY There will be five service report forms, color coded

for: surgical service, in-patient medical service, X-ray

service, obstetrical service, and for subscribers with special

benefits. Each is brief, to the point . . . much shorter, in fact,

than the one multi-service form now in use.

MORE INFORMATION Will be mailed to you well in advance explaining the new

forms, and the new procedure. You’ll receive a supply of forms

and envelopes, too. We’re confident you'll like the new

ideas. You’ll also enjoy watching your secretary’s

efficiency go up while your postage bill goes down.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. X.
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In managing tense, anxious patients

here’s one combination that makes sense

your understanding counsel

and Serax*
(oxazepam) Wyeth

When prescribing, carefully observe
dosage recommendations and
appropriate precautions, especially

as pertaining to the elderly (see

Wyeth literature or PDR as well as

“IN BRIEF” below).

IN BRIEF.

Contraindications: History of previous
hypersensitivity to oxazepam. Oxazepam is

not indicated in psychoses.

Precautions: Hypotensive reactions are
rare, but use with caution where complica-
tions could ensue from a fail in blood
pressure, especially in the elderly. With-
drawal symptoms upon discontinuation
have been noted in some patients exhibiting
drug dependence through chronic over-
dose. Carefully supervisedose and amounts
prescribed, especially for patients prone to
overdose; excessive, prolonged use in

susceptible patients (alcoholics, ex-addicts,
etc.) may result in dependence or habitua-
tion. Reduce dosage gradually after pro-
longed excessive dosage to avoid possible
epileptiform seizures. Withdrawal symp-
toms following abrupt discontinuance are
similar to those seen with barbiturates.
Caution patients against driving or oper-
ating machinery until absence of drowsiness
or dizziness is ascertained. Warn patients
of possible reduction in alcohol tolerance.
Safety for use in pregnancy has not
been established.

Not indicated in children under 6 years;
absolute dosage for 6- to 12-year-olds,
not established.

Side Effects: Therapy-interrupting side
effects are rare. Transient mild drowsiness
is common initially; if persistent, reduce
dosage. Dizziness, vertigo and headache
haye also occurred infrequently; syncope,
rarely. Mild paradoxical reactions (excite-
ment, stimulation of affect) are reported
in psychiatric patients. Minor diffuse rashes
(morbilliform, urticarial and maculopapular)
are rare. Nausea, lethargy, edema, slurred
speech, tremor and altered libido are rare
and generally controllable by dosage
reduction. Although rare, leucopenia and
hepatic dysfunction including jaundice
have been reported duringtherapy. Periodic
blood counts and liver function tests are
advised. Ataxia, reported rarely, does not
appear related to dose Or age.

These side reactions, noted with related
compounds, are not yet reported: para-
doxical excitation with severe rage reac-
tions, hallucinations, menstrual irregular-

ities, change in EEG pattern, blood
dyscrasias (including agranulocytosis), blur-

red vision, diplopia, incontinence, stupor,
disorientation, fever and euphoria.

Availability: Capsules of 10, 15 and 30
mg. oxazepam.

Photograph posed by professional models.



To help you relieve anxiety and tension

Serax .*•

(oxazepam)
Wyeth Laboratories Philadelphia, Pa
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HEALTH AND WELFARE LEGISLATION ENACTED BY THE
GENERAL ASSEMBLY IN THE JANUARY, 1967 SESSION

Committee on Public Laws Reports on the Major Health and

Welfare Bills Considered by Legislature

LEGISLATION ENACTED

Auto Safety. An act was passed that provides

that all new motor vehicles sold in Rhode Island

starting with the 1968 models shall be provided

with a flashing light which shall be activated by

the operator when the vehicle is disabled on the

highway.
* * *

Blood Banks. Appropriations to fraternal organi-

zations for the support of their blood mobile or

bank programs. The amounts were $1,000 to the

Knights of Columbus; $1,500 to the Veterans of

Foreign Wars; $3,000 to the American Legion.
* * *

Blue Cross-Physicians Service. A bill was enacted

that requires audits of non-profit hospital service

and medical service corporations be once every

three years, with more frequent audits if deemed

advisable, instead of the present annual audits.

* * *

Drugs. The special commission making a com-

prehensive study in the field of drug addiction was

given an extension of time for the making of its

report. The definition of narcotics drugs was

amended to include hallucenogenic drugs.

* * *

Hospitals. The 1966 Commission named to inves-

tigate hospital room rates and study the advisabil-

ity of placing such rates under State regulation

was given an extension of time for its work.
=
1= * *

Mental Health. Legislation affecting mental

health programs enacted included an increase in

the maximum grants allowable for any community

health program, on a per capita basis; approval for

a statewide referendum on June 29 for a bond issue

of $1,500,000 for state aid to community centers

for the mentally retarded; provision for Rhode

Island participation in an Interstate compact on the

mentally disordered offender.

A bill creating within the Department of Health

an office of mental retardation authorized to plan

a university-affiliated center to be known as the

John E. Fogarty Institute of Rhode Island and

transferring control of the Joseph Ladd School from

the department of social welfare to the Health De-

partment, was enacted after amendment, and then

vetoed by the Governor. The veto was overridden

by the House.
* * *

Public Health. Public health measures enacted

included a resolution creating a 7-member commis-

sion to study the feasibility of purchase or lease

by the State Health Department of artificial kidney

machines for public use; a bill authorizing the State

Director of Health to revise the form of state mar-

riage certificates to include statistics requested by
the federal government; the statute relating to

venereal diseases was amended to require reports

by physicians to the state health department in

such manner and form as the department may stip-

ulate, and the Department is empowered to make
examinations of persons reasonably suspected of

having venereal disease, provided, however, that

such person has the right to have a physician of his

own choice present at such examination; a bill was

enacted to delete certain references to city and town

councils acting as boards of health since under the

new law such authority has been transferred to the

state health department; three other bills were

passed to clarify the relationships between the

state health department and the various cities and

towns regarding sanitation and quarantine regula-

tions.

A resolution designating the department of

health as the sole state agency to accept and to

administer grants to the State from the Surgeon

General for the purpose of administering and super-

vising a comprehensive health planning and public

health service, creating a special council to adivse

the Department to carry out the functions, ran into

much controversy. In amended form the bill was

passed, and then vetoed by the Governor. The Sen-

ate overrode the veto, but not in time to be trans-

mitted to the House for action before that branch

adjourned. As a result the appointment of the Ad-

visory Council will probably be an executive func-

tion.

* * *

Radiological Compact. An act was passed pro-

viding for the entry of Rhode Island into a New
England compact on radiological health protection,

and for related purposes.

* * *

Social Security. The Assembly passed a resolution

memorializing the Congress to increase the benefits

under social security as recommended by President

Johnson.

(Continued on page 448)
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In peptic ulcer...

antacid
therapy

with a
new
benefit

CONTAINS A BALANCED
COMBINATION
OF THE MOST WIDELY
USED ANTACIDS—
FOR RAPID
NEUTRALIZATION.
PLUS SIMETHICONE—
TO CONTROL
THE FACTOR WHICH
ANTACIDS ALONE
CANNOT INFLUENCE.

In Mylanta, aluminum and magnesium hydroxides are

balanced to minimize the chance of constipation or laxation

and still achieve rapid acid neutralization and pain relief.

The positive action of simethicone helps relieve the pain-

ful gas symptoms which often accompany the peptic ulcer

syndrome.

The nonfatiguing flavor and smooth, nongritty consistency

of tablets and liquid encourage continued patient coopera-

tion during long-term therapy.

Composition: Each Mylanta chewable tablet or teaspoonful (5 ml.)

of liquid contains: magnesium hydroxide, 200 mg.; aluminum hydrox-

ide, dried gel, 200 mg.; simethicone, 20 mg. Dosage: one or two tab-

lets, well chewed or allowed to dissolve in the mouth, or one or two

teaspoonfuls of liquid to be taken between meals and at bedtime.

The Stuart Company, Pasadena, California

Division of Atlas Chemical Industries, Inc.
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HEALTH & WELFARE LEGISLATION
(Concluded from page 446)

Social Welfare. A resolution creating a special

legislative commission to study the feasibility of

splitting the department of social welfare was

passed in amended form, and became effective with-

out the Governor’s signature on May 13. In similar

manner a resolution became effective May 23

which requests the state director of welfare to

study the feasibility of providing a psychiatric

care center for children.

A proposal to prohibit state departments from

discriminating against chiropractors in medical

plans involving state expenditures was passed, but

then vetoed by the Governor on June 1.

An act to provide separate administrators for the

Institute of Mental Health and the General Hos-

pital at Howard was passed.
* * *

Workmen’s Compensation. Additional compensa-

tion for specific injuries was provided by the dele-

tion of the requirement that the percentage of loss

be computed to the nearest 25, 50, or 75 per cent.

The effect of the amendment will be to compute

the amount based on actual loss and will be more

equitable to the employee and employer.

Another bill passed increased the amounts pay-

able by insurers and certificated employers into

the Second Injury Fund. Insurers now must pay

2 per cent instead of 1 per cent of the gross premi-

ums received.

LEGISLATION LEFT IN COMMITTEE FILES

Some of the major bills left in committee files

included one that would amend the law relating to

abortion, one passed but vetoed by the Governor

and left on the House calendar, that would extend

the statute of limitations for bringing a suit because

of radiation injuries to two years after the victim

becomes aware of the injury, but no more than 30

years; an act permitting that hospitals be sued by

patients for negligence of the hospital’s officers,

agents or employees; an act amending the child

abuse statute; a bill that would make medications

with codeine available only on a prescription; and

a measure to give nurses immunity from liability

for ordinary negligence when rendering gratuitously

emergency aid to a person in need.

RHODE ISLAND MEDICAL SOCIETY

HOUSE OF DELEGATES MEETS
WEDNESDAY, SEPTEMBER 27, 1967

8 P.M.

Tandearil*
oxyphenbutazone

Tandearil in Painful Shoulder

Therapeutic Effects: Stiffness and pain may diminish

within 2 days, and full mobility may be restored

within a week. These effects are obtained with

oxyphenbutazone alone or combined with physio-

therapy or local hormonal injections. The drug is

usually well tolerated and does not affect pituitary-

adrenal function or immune response.

Contraindications: Edema; danger of cardiac decom-
pensation; history or symptoms of peptic ulcer;

renal, hepatic or cardiac damage; history of drug
allergy; history of blood dyscrasia. The drug should
not be given when the patient is senile or when other

potent drugs are given concurrently.

Warning: If coumarin-type anticoagulants are given

simultaneously, watch for excessive increase in

prothrombin time. Pyrazole compounds may poten-
tiate the pharmacologic action of sulfonylurea,

sulfonamide-type agents and insulin. Carefully

observe patients receiving such therapy. Use with

great caution in the first trimester of pregnancy.

Precautions: Obtain a detailed history and a com-
plete physical and laboratory examination, includ-

ing a blood count. The patient should be closely

supervised and should be warned to report immedi-
ately fever, sore throat, or mouth lesions (symptoms
of blood dyscrasia); sudden weight gain (water re-

tention); skin reactions; black or tarry stools or

other evidence of intestinal hemorrhage. Make regu-

lar blood counts. Discontinue the drug and institute

countermeasures if the white count changes signifi-

cantly, granulocytes decrease, or immature forms
appear. Use greater care in the elderly and in

hypertensives.

Adverse Reactions: The most common are nausea,
edema and drug rash. The drug has been associated
with peptic ulcer and may reactivate a latent peptic

ulcer. Infrequently, agranulocytosis, or a general-

ized allergic reaction may occur and require with-

drawal of medication. Stomatitis, salivary gland en-

largement, vomiting, vertigo and languor may occur.

Leukemia and leukemoid reactions have been re-

ported but cannot definitely be attributed to the

drug. Thrombocytopenic purpura and aplastic

anemia may occur. Confusional states, agitation,

headache, blurred vision, optic neuritis and tran-

sient hearing loss have been reported, as have
hyperglycemia, hepatitis, jaundice, and several

cases of anuria and hematuria. With long-term use.

reversible thyroid hyperplasia may occur infre-

quently. Moderate lowering of the red cell count due
to hemodilution may occur.

Dosage in Painful Shoulder: 600 mg. daily in divided

doses for 2 to 3 days; 300 mg. daily thereafter. Usual
duration of therapy: 2 to 7 days.

Availability: Tablets of 100 mg. 6562-VI(B)R

For complete details, please refer to full prescribing

information.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation

Ardsley, New York
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DERMAQUIZ
CONDUCTED BY FRANCESCO RONCHESE, M.D.

A votive hand, of the Roman Empire period, with
disease-preventing-and-curing attributes (Ciba Sym-
posia, Vol. 1, n 4, July 1939, p. 122 — Courtesy of Ciba
Symposia, formerly published by Ciba Pharmaceutical

j

Company, Summit, New Jersey).

DOCTORS' OFFICE

183 Waterman Street

3 Rooms, 2nd Floor

Air Conditioned

Phone: 421-5680

The artichoke or pineapple on the thumb can be

compared to the actual growths on the thumbs at

right. What kind of a growth?

Answer on page 484

FOR RENT

DOCTOR'S OFFICE

First Floor — Waterman St., Providence

Zoned Heat — Air Conditioned

Excellent Parking

GA 1-1355 or DE 1-3188

ONE SENTENCE ESSAY
After a while the only people engaged in industry

will be those making labor-saving devices.

. . . Peter Ustinov

ONE SENTENCE ESSAY

The great question which I have not been able

to answer despite mv 30 years of research into the

feminine soul, is “What does a woman want?”

. . . Sigmund Freud
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PERIPATETICS

The 1967 slate of officers for the Rhode Island

Chapter of the American Society of Internal Med-
icine was installed recently at the Wannamoisett

Country Club; Constantine S. Georas, President;

Melvin D. Hoffman, President-Elect; Max Bloom,

Vice President; Seretary-Treasurer, Kenneth B.

Nanian. Members of the Council are John F. W.
Gilman, Raymond E. Moffitt, and Edward A.

Casey. John E. Farrell was the speaker of the

evening.

New members of the Society are: Nathan Son-

kin, Milton W. Hamolsky, Charles L. York, Peter

F. Harrington, A. Henry Fox, Tadeusz A. Gotlib,

Harry Hecker, Richard E. Haverly, Raymond S.

Riley, Alton M. Pauli, Palmer Congdon, Richard

R. Knowles, and Laurence A. Mori.

Two new associates have been elected to the

American College of Physicians from Rhode Island:

Janis Gailitis of Newport, and Russell P. Hager of

Cranston.

Americo A. Savastano during April served as

surgeon-in-chief pro tempore at the Baroness Er-

langer Hospital in Chattanooga, Tennessee. Charles

L. Hill was a participant at the School of Medicine,

State University of New York at Buffalo, in their

program on “Cryobiology and Cryosurgery.”

Max Bloom has accepted the position of Medical

Director for the Jewish Home for the Aged of

Rhode Island. Fiorindo A. Simeone, it is announced,

will be the Gerber Orator at the Miriam Hospital

for 1967. He recently addressed the Wisconsin Med-
ical Society as the William Beaumont Lecturer for

1967.

Edwin F. Lovering has succeeded Melvin D.

Hoffman as President of the Rhode Island Heart

Association. Leland W. Jones is the new Vice Pres-

ident.

Albert J. Gaudet of Pawtucket is the new Presi-

dent of the medical staff of the Roger Williams

General Hospital. New appointments at Roger Wil-

liams include Gene A. Croce, Department of Sur-

gery, and Sancho C. Anenias, the Department of

Psychiatry.

Robert P. Davis of New York has been named
the new Director of Medicine at the Miriam Hos-

pital, and Professor of Medical Science at Brown
University. He has been assistant professor of med-
icine at the Albert Einstein College of Medicine of

Yeshiva University in New York. He will be full

time at the Miriam, and is the second full time

appointment at that hospital. Irving A. Beck, who
has been Chief of Medicine at Miriam since 1962

will retire from that post on July 1.

Arnold Porter will continue as President of the

Rhode Island Medical Society Physicians Service,

having been reelected at the annual meeting. Earl

J. Mara of Pawtucket was reelected as Vice Pres-

ident.

Lewis Abramson, Chief of Pediatrics at the New-
port Hospital, recently spoke to the Women’s Aux-
iliary of that hospital about the new Pediatrics De-
partment in the Newport Hospital.

The Rhode Island Hospital has recently an-

nounced several additions to its active staff; in the

Department of Medicine, Vincent F. Vacca, Her-

bert Rakatansky, and Joseph A. Chazan; to the

Department of Surgery, Robert J. Touloukian and
Norbert Fleisig. Joseph A. Izzi received his ap-

pointment in Orthopedic Surgery and Fractures.

The Department of Gynecology has added John A.

Murphy. John A. Tomei has been appointed to the

active staff in the Department of Radiology.
* >K *

New officers were elected this spring by the

Rhode Island Society of Anesthesiologists, and
Peter Koch is the new President, with Charles Cox,

Vice President. Jules Migliorri completes the slate

as Treasurer and Secretary.

* * *

The faculty of the University of Padua recently

awarded a bronze medal to Francesco Ronchese on

the occasion of his 50th year celebration as a grad-

uate of the Medical School . . . Brown University

honored William P. Buffum at its Commencement
on June 5 with a citation and an honorary degree

in recognition of his long and distinguished med-
ical career in Rhode Island.

* * *

Maurice M. Albala, physician in charge of hema-
tology and associate in the department of oncology

at Rhode Island Hospital, addressed a meeting at

Woonsocket hospital in June on the “Treatment of

Acute and Chronic Myelogenous Leukemia.”

PATRONIZE

JOURNAL ADVERTISERS



New
view of an
oral
contraceptive
at work
Although suppression of ovulation remains
the primary mode of action of oral contra-

ceptives, newer knowledge indicates that

products like Norinyl-1— a combination of

both low-dosage progestogen and estrogen

for the full treatment cycle —may provide

multiple action that helps explain their un-

excelled record of contraceptive effective-

ness. This report explores the possible

secondary protective mechanisms offered by
combined hormonal administration.

Accumulating evidence has indicated that

sparse, highly viscous cervical mucus has a
possible adverse effect on the motility and
survival of spermatozoa.

The estrogen-opposing progestational ingre-

dient of Norinyl-1 (norethindrone 1 mg. with

mestranol 0.05 mg.) changes the usual mid-

cycle picture of a thin, watery cervical mucus.
The result — a built-in barrier that appears to

inhibit sperm from reaching the ovum should

one be released. The inset in the adjoining

photograph shows immobile spermatozoa as

they appear in cervical mucus taken from a

patient treated with Norinyl-1.

See last page for contraindications, precautions,

side eiiects and dosage.



How the estrogen-opposing
action of Norinyl-l creates

cervical mucus that may be hostile

to sperm penetration
Normally, estrogen activity during the fertile midcycle stimulates the production of a

profuse and watery cervical mucus that permits maximum sperm motility and
promotes penetration.

But what happens when Norinyl-1 is administered? Its potent progestogen, norethindrone,

opposes estrogen stimulation of cervical mucus. Consequently, the amount of mucus
decreases and its viscosity increases. This results in a sparse but thick mucus barrier

that appears to diminish the vitality of the sperm and to impair its powers of penetration.

The role of viscous cervical mucus as a secondary action of Norinyl-1

In a report on 89 patients taking this medication,* cervical mucus obtained from cycle day 5

to cycle day 29 appeared scant and thick and exhibited little or no Spinnbarkeit.

In the opinion of this investigator, the effect on cervical mucus may be sufficient to

prevent conception.

I

ie

*Cohen, M. R.: Symposium: Mechanisms of Action of Low Dosage Oral Contraceptive, Yale University Medical Center, New Haven, Conn., April 6, 196/

Normal cervical mucus at midcycle
in untreated patient

is known to permit sperm motility...

promote sperm penetration.

Cervical mucus is thin and watery with a stretchability

(Spinnbarkeit) of 15 to 20 cm.

Thin, watery mucus crystallizes into this well-defined,

fernlike pattern within a minute.

Spermatozoa appear healthy, are active

and freemoving.

Viscous cervical mucus at midcycle
produced by Norinyl-1

appears to impair sperm vitality...

inhibit penetration.

Cervical mucus is scanty, thick and viscous.

Spinnbarkeit is 1 cm. or less.

Immobile spermatozoa as they appear in cervical mucus
taken from a patient treated with Norinyl-1.
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on half the previous dosage

maintains ratio
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combination

lower cost Reduction of oral contraceptive dosage to lowest effective levels hi

become a well-accepted principle of conservative medical practi

In keeping with this view, Norinyl is now available in a new streng

in which both norethindrone and mestranol are reduced 50 perce

Studies show that Norinyl-1 achieves fertility control with only 1.1

mg. of combined progestogen and estrogen per tablet.

Norethindrone was first reported for use as a progestational agent

human beings in 1955. Norethindrone 2 mg. with mestranol 0.1 mg., i

an oral contraceptive, is currently in use by over 2,000,000 womi
Clinical experience now establishes that Norinyl-1 also amply mee
the criteria of reliability and safety.*

‘Symposium on Low-Dosage Oral Contraception, Palo Alto, Calif., July 15, 1965.

PRESCRIBING INFORMATION

Contraindications: 1. Patients with thrombo-

phlebitis or with a history of thrombophlebitis

or pulmonary embolism. 2. Liver dysfunction or

disease. 3. Patients with known or suspected

carcinoma of the breast or genital organs. 4. Un-

diagnosed vaginal bleeding.

Warnings: 1. Discontinue medication pending

examination if there is sudden partial or com-

plete loss of vision or if there is a sudden onset

of proptosis, diplopia, or migraine. If examina-

tion reveals papilledema or retinal vascular

lesions, medication should be withdrawn. 2.

Since the safety of Norinyl-1 in pregnancy has

not been demonstrated, it is recommended that

for any patient who has missed two consecutive

periods, pregnancy should be ruled out before

continuing the contraceptive regimen. If the pa-

tient has not adhered to the prescribed schedule,

the possibility of pregnancy should be consid-

ered at the time of the first missed period. 3.

Detectable amounts of the active ingredients in

oral contraceptives have been identified in the

milk of mothers receiving these drugs. The

significance of this dose to the infant has not

been determined.

Precautions: 1. The pretreatment physical exam-

ination should include special reference to

breast and pelvic organs, as well as a Papani-

colaou smear. 2. Endocrine and possibly liver

function tests may be affected by treatment

with Norinyl-1. Therefore, if such tests are ab-

normal in a patient taking Norinyl-1, it is recom-

mended that they be repeated after the drug

has been withdrawn for 2 months. 3. Under the

influence of estrogen-progestogen preparations,

preexisting uterine fibroids may increase in

size. 4. Because these agents may cause some
degree of fluid retention, conditions that may
be influenced by this factor, such as epilepsy,

migraine, asthma, cardiac, or renal dysfunc-

tion, require careful observation. 5. Although a

cause and effect relationship has not been
established, Norinyl-1 should be used with cau-

tion in patients with a history of cerebrovascu-

lar accident. 6. In relation to breakthrough

bleeding, as in all cases of irregular bleeding

per vaginam, nonfunctional causes should be
borne in mind. In cases of undiagnosed vaginal

bleeding, adequate diagnostic measures are

indicated. 7. Patients with a history of psychic

depression should be carefully observed and
the drug discontinued if the depression recurs

to a serious degree. 8. Any possible influence

of prolonged Norinyl-1 therapy on pituitary,

ovarian, adrenal, hepatic or uterine function

awaits further study. 9. A decrease in glucose

tolerance has been observed in a small percent-

age of patients on oral contraceptives. The
mechanism of this decrease is obscure. For this

reason, diabetic patients should be carefully

observed while receiving Norinyl-1 therapy. 10.

Because of the occasional occurrence of throm-

bophlebitis and pulmonary embolism in pa-

tients taking oral contraceptives, the physician

should be alert to the earliest manifestations of

the disease. A cause and effect relationship has
not been demonstrated. 11. Because of the ef-

fects of estrogens on epiphyseal closure,

Norinyl-1 should be used judiciously in young
patients in whom bone growth is not complete.

12. The age of the patient constitutes no abso-

lute limiting factor, although treatment with

Norinyl-1 may mask the onset of the climacteric.

13. The pathologist should be advised of

Norinyl-1 therapy when relevant specimens are

submitted.

Side Effects: The following adverse reactions

have been observed with varying incidence in

patients receiving oral contraceptives: nausea,

vomiting, gastrointestinal symptoms, break-

through bleeding, spotting, change in men-
strual flow, amenorrhea, edema, chloasma,

breast changes (tenderness, enlargement and
secretion), loss of scalp hair, change in weight

(increase or decrease), changes in cervical ero-

sion and cervical secretions, suppression of lac-

tation when given immediately postpartum,

cholestatic jaundice, erythema multiforme, ery-

thema nodosum, hemorrhagic eruption, mi-

graine, rash (allergic), itching, rise in blood

pressure in susceptible individuals, mental

depression.

The following occurrences have been ob-

served in users of oral contraceptives. A cause

and effect relationship has not been estab-

lished: thrombophlebitis, pulmonary embolism,

neuroocular lesions.

The following laboratory results may be

altered by the use of oral contraceptives:

creased bromsulphalein retention and otl

hepatic function tests, coagulation tests

crease in prothrombin, factors VII, VIII, IX o

X), thyroid function (increase in PBI and bi

nol extractable protein-bound iodine and

crease in T^ values), metapyrone test, pregnc

diol determination.

Other side effects reported to have occun

in association with use of this drug are di

ness, hirsutism, pains in legs, back, chest c

abdomen, dysuria, drowsiness, vaginal

charge, libido increased and decreased, ei

tions, hypermenorrhea, hypomenorrl
increased appetite, G.U. infections, varic

veins, abdominal fullness, acne, heada
nervousness, allergies, blurred vision, pair

eyes, and itching in eyes. For complete din;

data, see package insert.

Dosage and Administration: 1. One table

Norinyl-1 is administered orally for 20 d

beginning on day 5 of the menstrual c

(Count day 1 of the cycle as the first da'

menstrual bleeding.) Repeat this dosage sc

ule for each cycle. 2. If no menstrual pe

occurs after a cycle of treatment (20 tablet:

which patient adhered to the schedule, th(

tient must be instructed to resume taking

Norinyl-1 tablets 7 days after the previou

day course was completed. For example, il

last pill of a previous cycle had been take

a Sunday, then a new cycle of treatment sh

begin on the following Sunday. 3. In the

partum woman, it is recommended that

first cycle of treatment should begin on d

of the first menstrual cycle. However, Nori

should not be administered during lactatio)

Availability: Norinyl-1 (norethindrone 1

with mestranol 0.05 mg.) — Dispensers of 2(

60 and bottles of 250 tablets.

norethindrone an original eteroid from

SYNTEXE3
LABORATORIES INC PALO ALTO, CALIF.
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“BUT
MAESTRO
all those people out there!

I’m scared!” The young
soprano, waiting for the

curtain to rise on her New
York debut, trembled.
“Now, now, my dear,”
soothed the great impre-
sario, “never mind all those

people. I shall be in the

back row. Just walk out

there and sing to me!
Keep cool!”

Ah, she thought, that was
it! Cool — like Warwick
Club Pale Dry Ginger Ale,

available in the full 32-

ounce quart bottle! It sings
in the glass . . .

Physicians Offices For Rent

MAY DESIGN OFFICE ARRANGEMENT

FULLY STAFFED OPERATING ROOM

for

SHORT-STAY SURGERY

and

X-RAY IN THE BUILDING

$5.00 per Square Foot

100 DUDLEY STREET

(Next to R. I. Hospital Emergency Room)

Call Charles Hill, M.D. - UN 1-2224

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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DISTRICT MEDICAL SOCIETY MEETINGS

PAWTUCKET MEDICAL ASSOCIATION
The regular monthly meeting of the Pawtucket

Medical Association was held on Thursday, April

20, 1967 at the Lindsey Tavern in Lincoln, Rhode

Island. The meeting was called to order by the Pres-

ident, Dr. Robert E. Newhouse. There were twenty-

six members in attendance.

Previous Minutes

The minutes of the Annual Meeting held on

March 22, 1967 were read and approved. The

minutes included the Annual Address of the retir-

ing President, Dr. Robert Fortin. The highlights of

his address were: The practice of medicine is un-

dergoing a continuous progressive change involving

the integration of the community physician, the

community hospital, involvement of the University

Medical School in the community hospital. Federal

Government medical programs and eventual ap-

pointments of full-time Chiefs of Services in the

community hospital.

Treasurer's Report

The Treasurer’s report was rendered and ap-

proved as read.

Old Business

A report was rendered on the Annual Dinner-

Dance that was held last month with a discussion

in reference to the topic “What happened to the

Lobster?”

A communication was read that was received

from the Rhode Island Medical Society discourag-

ing the use of “Thank You” advertisements by pa-

tients of physicians who have been hospitalized.

New Business

The 10-year bylaw revision by the Bylaw Com-
mittee was presented to the members. The following

bylaw revisions were approved unanimously:

Page 7—Section 4 g

He shall keep a list of all active members and

their voting privileges (delete which shall be

read, etc.)

Page 8—Section 6 a

The Standing Committee shall consist of five

members — the most recent past presidents of

the Society; service will be for five years, etc.

Page 9—Section 7

Shall be elected annually — Change to the Coun-

cilor and Alternate shall be elected in alternate

years to serve for a term of 2 years.

Page 9—Section 8

To be added on to Section 8 — The delegates

should, at the request of the president, be pre-

pared to report on any and or actions taken at

any meetings of the Rhode Island Society.

Page 9—Section 9

Permanent Committe — transfer to page 8 under

Committees

Page 10—Article II, Section 2

Upon the affirmative by written ballot of three-

fourths of the members, etc.

Page 11—Article II, Section 8

Change their findings to its findings

;

change their

consideration to its consideration

Section 1 2—Section 1

Add on — the day and hour may be changed

for good and sound reasons at the discretion

of the President

Page 13—Section 4, part 1 under g
Eliminate and also eliminate h and i

Page 14—Section 5

Eliminate 1 under n

Eliminate o and p
Page 15—Article V

Eliminate completely

Page 17—Section 5

Eliminate word stenographic

Page 16—Article VII, Section 2

After the Committee on Medical Ethics and De-
portment add “the Standing Committee shall

function also as this Committee”
Page 8—Section 6 (Major title)

Change Standing Committee to Committees
Page 8—Section 6 g
The Standing Committee shall serve as a Medical

Ethics and Deportment Committee
The Following bylaw revisions were disapproved

unanimously:

Page 5—Article 1, Section 1

“All shall be elected by ballot” change the word-
ing to “all should be elected by written ballot”

Page 11—Section 4

Eliminate completely

Page 18—Section 1

After last monthly meeting — or any special

meeting called by the President.

A motion was made and passed that the Medical

Society institute annual physical examinations

available for all Society members on a voluntary

basis. The annual examination would include a

complete physical examination, basic laboratory

tests, X-Rays and EKG. The physical record would
be available only to the member examined and his

private physician. (Continued on page 457)
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The Tubex® Closed-Injection System means

Efficiency and convenience

Tubex injectables are ready for immediate use. No
measuring of doses; no filling of syringes. Saves

professional time. Easy to store in the office, easy

to carry on house calls.

Precision and protection from cross contamination

Tubex injectables are premeasured, accurately and clearly

identified as to name, dose, control number and

expiration date (if any). Used once, then discarded,

Tubex prefilled sterile cartridge-needle units cannot

cause cross contamination.

Coverage of virtually all injection needs

The wide range of drugs available in Tubex sterile

cartridge-needle units can meet over 70% of common
private practice injectable needs. For drugs not yet in

Tubex form, empty sterile cartridge-needle units can

usually be employed—and retain most advantages

of the system.

TUBEX Closed Injection System

If you are already using Tubex in your office and don't have a waiting-room placar

Wyeth will be happy to send you one. A postcard will do.

Wyeth Laboratories

Professional Service

Box 8299

Philadelphia, Pa. 19101
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PAWTUCKET MEDICAL ASSOCIATION
(Continued from page 456)

Dr. Paul J. M. Healey announced that the First

Annual Rhode Island Intern-Resident Research

Day sponsored by the Memorial Hospital, Paw-

tucket, Rhode Island, would be held on Wednes-

day, June 7, 1967 from 1:00 to 3:30 p.m. at the

Memorial Hospital. Participants must be Rhode

Island house officers, interns or residents, at the

time of presentation, and awards will be in text-

book equivalent. The purpose of the Intern-Resi-

dent Research Day is to stimulate clinical research

writing early in the professional life of the physi-

cian.

Dr. Edwin F. Lovering commented on the three-

year progress of the Coronary Risk Factor Clinic at

the Memorial Hospital. Last year, of the men ex-

amined, ages 30 to 50, 35% were overweight, 35%
had elevated blood cholesterol levels, 25% had hy-

pertension, 5% were pre-diabetic, 5% had abnormal

EKG’s and 4% had abnormal lowered vital capacity.

Dr. Newhouse announced with much pleasure

that at yesterday’s meeting of the House of Dele-

gates, Dr. John J. Cunningham of our local Society

was elected President-elect of the Rhode Island

Medical Society. Dr. Cunningham and Dr. New-

house jointly expressed that the Pawtucket Medical

Society in the forthcoming year should be vitally

concerned with the providing of medical care in

the community by the integrated services of the

community physician, the community hospital, the

Medical University and the Federal Government.

Applications

Applications for membership in the Pawtucket

Medical Society from Dr. Mario Baldini and Dr.

Joseph McMahon were presented and referred to

the Standard Committee.

There being no further business, the meeting was

adjourned at 9:40 p.m.

Respectfully submitted,

Alexander A. J.aworski, m.d.

Secretary

WOONSOCKET DISTRICT MEDICAL SOCIETY

A regular meeting of the Woonsocket District

Medical Society was held in the meeting hall of

the Woonsocket Hospital on Thursday, May 25,

1967. President Paul E. Boucher called the meeting

to order at 8:45 p.m. Sixteen physicians were pres-

ent despite a rather severe rain storm.

Mr. Albert J. Vanasse, an insurance agent, ad-

dressed the Society on the reasons behind the recent

great increase in premiums for malpractice cover-

age. Among the reasons presented was a single

award made in one recent suit in New England
where a judgment of $436,000 was handed down.
Because settlement claims have risen, so must the

premiums. He reminded the members that the in-

surance he provides for the society members is the

one recommended by the R.I. Medical Society and

issued by the Saint Paul insurance company. Mr.

Vanasse also presented a new type of liability cov-

erage that would increase all the other liability

coverages that a person carries by $1,000,000.

At this point, Mr. Vanasse having completed his

presentation, the minutes of the last regular meet-

ing were read and accepted as read.

A letter was read from Dr. F. D. Fratantuono,

a Providence consultant, to the Department of So-

cial Welfare for Extended Care Facilities. The
letter was dated December 22, 1966, and suggested

the appointment of a Committee for Utilization

Review for the Nursing Homes in our area. Such a

committee was appointed at the District Society

meeting held December 20, 1966. No further action

on this matter will be taken until a request is re-

ceived from a Nursing Home that their facilities be

inspected and patients approved.

Dr. Frank Vose addressed the meeting on how
Utilization Review was being handled by the Nurs-

ing Homes in a nearby section of Massachusetts.

The Homes have formed an association of Nursing

Homes, and this Association hires physicians who
then make the necessary monthly utilization review.

A motion was made by Dr. Leonard Staudinger

that the Woonsocket District Society contact the

Woonsocket Call and notify them that the practice

of publicly thanking doctors in a paid ad in that

newspaper was violating the ethics of the medical

profession when the name of the attending physi-

cian was listed. President Boucher ruled that the

motion was out of order and should more properly

be taken up at the Staff Meetings of our local hos-

pitals, as the ads usually concerned hospital care,

and appeared in the newspaper after a hospital stay.

The application of Dr. Young K. Song Kim for

membership in the Society was read. At present

she is in the Anesthesia Department of the Woon-
socket Hospital. She was accepted into membership

unanimously on a voice vote. The Censors report

had been favorable.

Dr. Frank Vose requested the physicians present

to be especially careful in certifying sickness leaves

for workers at the local Uniroyal Plant. The mill

is presently on strike. He noted that there are at

present 124 people on sickness benefits at Uniroyal,

where as the usual number out on sick leave runs

about 24.

There was no report from the last meeting of the

R.I. House of Delegates as all the reperesentatives

were attending the Ezekial Fowler Day lectures at

the Woonsocket Hospital.

Meeting adjourned at 10. P.M. Refreshments

were served.

Alton P. Thomas, m.d.,

Secretary
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THE COMPLEMENTARY RELATIONSHIPS BETWEEN THE
COMPREHENSIVE HEALTH PLANNING AND PUBLIC HEALTH
SERVICES AMENDMENTS OF 1966 and the HEART DISEASE,

CANCER, AND STROKE AMENDMENTS OF 1965

The U.S. Department of Health, Education and Welfare, Through

the Office of the Surgeon General, Public Health Service,

Describes Two Important Health Measures

Public Law 89-749, the Comprehensive Health

Planning and Public Health Services Amendments

of 1966, establishes mechanisms for comprehensive

areawide and State-wide health planning, training

of planners, and evaluation and development efforts

to improve the planning art. Public Law 89-239,

the Heart Disease, Cancer, and Stroke Amendments
of 1965, authorized grants to assist in the planning,

establishment, and operation of regional medical

programs to facilitate the wider availability of the

latest advances in care of patients afflicted with

heart disease, cancer, stroke, and related diseases.

Public Law 89-239 has been in operation for about

a year. Public Law 89-749 is yet to be implemented.

The purposes of P.L. 89-749, described in Section

2 (b) are: to establish “comprehensive planning

for health services, health manpower, and health

facilities” essential “at every level of government;”

to strengthen “the leadership and capacities of State

health agencies”; and to broaden and make more
flexible Federal “support of health services pro-

vided people in their communities.”

P.L. 89-749 asserts that these objectives will be

attained through “an effective partnership, involv-

ing close inter-governmental collaboration, official

and voluntary efforts, and participation of indi-

viduals and organizations. . .
.” The Act establishes

a new mechanism to relate varied planning and

health programs to each other and to other efforts

in achievement of a total health purpose.

The law has five major sections:

(a) formula grants to the States for compre-

hensive health planning at the State level through

a designated State agency;

(b) grants for comprehensive health planning

at the areawide level;

(c) grants for training health planners;

(d) formula grants to States for public health

services;

(e) project grants for health services develop-

ment.

The purpose of P.L. 89-239, as set forth in Sec-

tion 900 (b) of the Public Health Service Act, is

“To afford to the medical profession and the med-

ical insitutions of the Nation, through . . . coopera-

tive arrangements, the opportunity of making avail-

able to their patients the latest advances in the

diagnosis and treatment of (heart disease, cancer,

stroke, and related) diseases. . .
.”

The process for achieving this purpose is to es-

tablish regional cooperative arrangements among
science, education, and service resources for health

care ... “for research and training (including con-

tinuing education) and for related demonstrations

of patient care in the fields of heart disease, can-

cer, stroke, and related diseases. . . .” (Section (a))

This law focuses on the cooperative involvement

of university medical centers, hospitals, practic-

ing physicians, other health professions, and volun-

tary and official health agencies in seeking ways
to build effective linkages between the development
of new knowledge and its application to the prob-

lems of patients. The law provides flexible mecha-

nisms which emphasize the exercise of initiative

and responsibility at the regional level in identify-

ing problems and opportunities in seeking these

objectives and in developing specific action steps

to overcome the problems and exploit the oppor-

tunities.

The Public Health Services sees P.L. 89-239 and
P.L. 89-749 as serving the common goal of im-

proved health care for the American people along

with other Public Health Service and non-Public

Health Service grant programs such as community
Mental health centers, migrant health programs,

air pollution control, programs for the training of

health manpower, the neighborhood health centers

under the Office of Economic Opportunity, the

medical programs of the Children’s Bureau, and
State and local health programs. In the States and
communities, P.L. 89-749 will provide a vehicle

for effective interaction among these programs,

recognizing as it does that the diversity of the

various States and areas of the Nation is consider-

able, and that the specific relationships between

and among programs will have to be worked out

at these levels rather than through a specific Fed-

eral mandate.

The planning resources created at the State and

local level under Public Law 89-749 are expected

to afford valuable assistance in the achievement of

(Continued on page 460)
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COMPREHENSIVE HEALTH
PLANNING

(Continued from page 458)

the objectives of Public Law 89-239, other pro-

grams of the Public Health Service, and other

health endeavors in each of the States. Public Law
89-749 provides, however no authority for these

planning resources to impose their conclusions or

recommendations on any other programs, Federal

or non-Federal, except for activities carried out

under Section (d) and parts of Section (e) of the

Law which must be in accordance with the com-
prehensive State health plan developed by the State

comprehensive health planning agency. The Public

Health Service intends to stimulate effective inter-

action among these programs, recognizing the di-

versity of the various States and areas of the Na-
tion is considerable.

Both P.L. 89-239 and P.L. 89-749 provide flex-

ible instruments for establishing productive rela-

tionships between these and other programs. The
maintenance of this flexibility in the administration

of the grant programs will permit each State and

region to design and develop a relationship that is

appropriate for its particular circumstances. Both

programs call for a close private-public partnership.

Both programs must place dependence on imagina-

tive, reasonable local approaches to cooperation and
coordination. Both programs recognize that they

can only achieve their full potential by the close

and complete involvement of other components of

the health endeavor. A vital partnership must be

developed between the Federal government, the

universities, local and State government, the volun-

tary health interests and individuals and organiza-

tions designed to develop creative action for health.

The Congress recognized the relationship of com-

prehensive health planning to other planning activ-

ities. The Report of the Senate Committee on La-

bor and Public Welfare (#1655, September 29,

1966, to accompany S.3008) stated:

‘‘The comprehensive planning of the State health

planning agency with the advice of the council

would complement and build on such specialized

E. P. Anthony, Inc.

WILBUR E. JOHNSTON, Phar. D.

RAYMOND E. JOHNSTON, B.S.

178 ANGELL STREET
PROVIDENCE, IL I.

GAspee 1-2512

Pharmacy License No. 225

planning as that of the regional medical program
and the Hill-Burton program, but would not re-

place them. ...”

“The State health planning agency provides the

mechanism through which individual specialized

planning efforts can be coordinated and related to

each other. The agency will also serve as the focal

point within the State for relating comprehensive

health plans to planning in areas outside the field

of health, such as urban redevelopment, public

housing, and so forth.”

Characteristics of These Two Important Acts

The complementary relationship of the programs

estalished by P.L. 89-239 and P.L. 89-749 to foster

development of a “Partnership for Health” is il-

lustrated by the following outline of some of their

major elements.

Scope P.L. 89-239: The Regional Medical Program

To identify regional needs and resources relating

to heart disease, cancer, stroke, and related diseases

and to develop a regional medical program which

utilizes regional cooperative arrangement to apply

and strengthen resources to meet the needs in mak-

ing more widely available the latest advances in

diagnosis and treatment of these diseases.

Participants P.L. 89-239:

University medical centers, hospitals, practicing

physicians, other health professions, voluntary and

public health agencies, and members of the consum-

er public. A regional advisory group representing

these interests and playing an active role in the de-

velopment of the regional program must approve

any application for operation activities of the re-

gional medical program.

P.L. 89-749:

State agency designated by the Governor does

the planning. State advisory council advises on the

planning process. Membership must include more

than half consumer representation. Membership

will also include voluntary groups, practitioners,

public agencies, general planning agencies, and uni-

versities.

The Process P.L. 89-239:

1 . Establish cooperative arrangements among
science, education, and service resources.

2. Assess needs and resources.

3. Develop pilot and demonstration projects,

emphasizing flow of knowledge in uplifting the co-

operative capabilities for diagnosis and care of

patients.

4. Relate research, training, and service activ-

ities.

5. Develop effective continuing education pro-

grams in relation to other operational activities.

6. Develop mechanisms for evaluating effective-

ness of efforts in the provision of improved serv-

(Continued on page 461)
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COMPREHENSIVE HEALTH
PLANNING

Continued from page 460)

ices to patients with heart disease, cancer, stroke

and related diseases.

P.L. 89-749:

1. Establish State and areawide health goals.

2. Define total health needs of all people and

communities within area served for meeting health

goals.

3. Inventory and identify relationships among

varied local, State, national, governmental and vol-

untary programs; regional medical programs, men-

tal health, health facilities, manpower, medicare —
so that these programs can be assisted in making

more effective impact with their resources.

4. Provide information, analyses, and recom-

mendations which can serve as the basis for the

Governor, other health programs and communities

to make more effective allocations of resources in

meeting health goals.

5. Provide a focus for interrelating health plan-

ning with planning for education, welfare and com-

munity development.

6. Strengthening planning, evaluation, and

service capacities of all participants in the health

endeavor.

7. Provide support for the initiation and inte-

gration of development and pilot projects for bet-

ter delivery of health services; develop plans for

! targeting flexible formula and project grants at

;

problems and gaps identified by the planning pro-

cess.

j

Specific Planning Relationships

(a) There are a variety of ongoing health plan-

ning and community health organization activities,

i Many are supported in part by the Public Health

Service, such as Regional Medical programs (P.L.

89-239), community mental health centers, area-

wide health facility planning, and the Hill-Burton

programs. These activities are stimulating the cre-

I ation of new relationships between health resources

]

and functions as well as assisting in the creation

I of additional resources in the stimulation of more
effective performance of functions for the purpose

I of achieving more effective attainment of identified

health goals. Each of these programs requires par-

|

ticipation not only by a broad range of health pro-

; fessionals but also by representatives of the con-

sumers of health services. Each of these programs

I
is dependent upon the interaction of the full range

,

of relevant health interests, including those in the

i

public sector and the private voluntary sector in

achieving the particular program goals.

Comprehensive health planning (P.L. 89-749) is

I

designed to provide assistance in the development

I

of more effective relationships among such health

.
programs and to provide a better basis for relating

these programs to the accomplishment of overall

health objectives at the State and local level. Based

on similar principles of broad participation, it calls

for the stimulation of all parties to contribute to

the goal of insuring the availability of comprehen-

sive health services to all who need them.

(b) Both regional medical programs and com-

prehensive health planning are intended to strength-

en creative Federalism — more productive mecha-

nisms for partnership and cooperation between the

national, State, and local levels of government, the

public and voluntary private health activities, and

the academic and health services environments.

P.L. 89-749 will create planning resources at the

State and local level. The information, analyses, and

plans developed by these planning resources can

provide invaluable assistance to State and local

authorities, to voluntary health organizations and

institutions, and to the other health programs in-

volved in planning and developing the organization

of health activities which are supported through

other PHS grant funds. This planning resource cre-

ated under Section 314 (a) will thus contribute to

the more effective accomplishment of health ob-

jectives and the setting of priorities in achieving

those objectives through the activities supported

under the other sections of this Law. In addition,

the resource will contribute to the determination of

priorities for action not only by those with public

(Continued on next page)
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removes the mental blur
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Manufacturers oj ethicalpharmaceuticals since 1856

responsibility and accountability for health services

but also by the many other health organizations,

institutions, and personnel which bear the direct

responsibility for the delivery of health services

for most of the population. P.L. 89-749 recognizes

that the accomplishment of improvements in the

quality and coverage in health services, both per-

sonal and environmental, depends upon the volun-

tary participation and energies of both the private

and public sectors of the health endeavor.

(c) The planning, operational programs, and

organizational frameworks being created under the

Regional Medical Programs, community mental

health centers, and areawide health facility plan-

ning groups, including the advisory groups estab-

lished for other programs such as the Regional

Medical Programs, should serve as sources of

strength and valuable assistance for the areawide

and State-wide health planning councils created

under P.L. 89-749 and for the planning resources

created under this Law.

(d) The broad range of health interests repre-

sented in Regional Medical Program planning ef-

forts, along with other appropriate health interests,

will be essential participants and contributors to

the State health planning council and to the activ-

ities of the health planning agency. When the ac-

tivities of that agency address themselves to the

problems of extending high-quality personal health

services which fully benefit from the developments

in new medical knowledge, the cooperative involve-

ment of these health interests in both the Regional

Medical Program planning and development and in

the planning and evaluation activities under P.L.

89-749 will make an essential contribution to pro-

ductive relationship between these activities.

(e) The comprehensive health planning activi-

ties will use data available from many sources in-

cluding that generated or analyzed by the Regional

Medical Programs, particularly on health status of

populations effective, health resources, and health

problems and needs. The comprehensive health

planning activities can also benefit from the ex-

perience obtained under the Regional Medical Pro-

grams which have represented an exploratory effort

of considerable importance in developing an envi-

ronment for concerted planning by many elements

of the health endeavor and in the implementation,

development and evaluation of new systems for

the facilitation of the delivery of the benefits of

medical advance in specific disease areas through

more effective means of communication, education,

training, organization, and delivery of health serv-

ices. Many of the planning and implementation ac-

tivities under the Regional Medical Programs will

have implications and applications to a broader

range of health problems than heart disease, cancer,

stroke, and related diseases, and the mechanisms

AVAILABLE

Solfoton (
yellow

,
uncoated tablets “P”)

100s, 500s, 5000s

Solfoton Capsules (yellow and brown)
100s, 500s, 1000s

Solfoton S/C (sugar-coated beige tablets)

100s, 500s, 4000s
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created by the Regional Medical Program can have

usefulness in achieving the broad goals of compre-

hensive health stated under P.L. 89-749.

Training Health Planners

Section 314 (c) of P.L. 89-749 authorizes grants

to public or nonprofit organizations for “training,

studies, and demonstrations,” in order to advance

the state of health planning art and increase the

supply of competent health planners.

For the first years, emphasis will be placed on

increasing health planning manpower. ( Until now,

Public Health Service effort has been limited to ad

hoc short courses or inservice training.) This new

activity will help meet a critical shortage faced by

regional medical programs, medical centers, oper-

ating health agencies, as well as comprehensive

health planning agencies about to be launched.

Operating Grants

Section 314 (d) of P.L. 89-749 authorizes for-

mula grants to State health and mental health au-

thorities for comprehensive public health service.

The Act brings together a group of previously com-

partmented or categorical Public Health Service

grants. Grant awards will depend on a plan sub-

mitted by the health agency which reflects the way

in which the State intends to use the funds as

part of an effort to provide adequate Public Health

Services. This plan, in turn, must be in accord with

the State’s comprehensive health planning.

Section 314 (e), authorizing project grants for

“health services development,” broadens and con-

solidates a series of Public Health Service project

grants, making possible Federal support for new
and innovative projects, locally determined, to meet

health needs of limited geographic scope or special-

ized regional or national significance; stimulating

and initially supporting the programs of health

services, and undertaking studies, demonstrations,

or training designed to develop new or improved

methods of providing health services. The first two

of these categories of health service development

grants must conform to objectives, priorities, and
plans of comprehensive State health planning.

With the exception of the statutory requirement

that the programs supported by these grants must

conform to comprehensive State health planning,

P.L. 89-749 formula and project grants bear the

same relation to the comprehensive health planning

process as do, for example, the operational grants

under regional medical programs, air pollution, or

community mental health center staffing.

The operational grants under P.L. 89-239 will

support an interrelated program of activities which

utilize regional cooperative arrangements to ac-

complish the objectives of that law in the fields of

(Concluded on next page)
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heart disease, cancer, stroke, and related diseases.

The cooperative arrangements and the specific pro-

gram elements are viewed by many regions as pro-

viding useful models for application to a wide spec-

trum of health problems which can be implemented

through other means and which will have close

relevance to the achievement of many of the ac-

tivities supported under P.L. 89-749 and other

health programs. Conversely, the regional medical

programs can benefit from the planning and opera-

tional activities of other health programs including

those supported under P.L. 89-749. Other pro-

proms supported by Public Health Service funds

such as mental health, migrant health, and air pol-

lution can have the same type of productive inter-

relationship with the comprehensive health plan-

ning programs.

The Public Health Service has a responsibility to

prevent waste of scarce resources through useless

duplication. To assure the most effective interrela-

tionship among these and other Public Health Serv-

ice grant programs, the Public Health Service is

currently developing informational, and review sys-

tems to promote effective coordination between all

of its varied grant programs.
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controlled in two weeks
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ARISTOCORT® Triamcinolone Acetonide Top-

icals have proved exceptionally effective in the
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ARISTOCORT, the 0.1% concentration is suffi-

ciently potent. The 0.5% concentration provides
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Ointment is applied under an occlusive dressing.
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tinued and appropriate measures taken. Use on infected
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and the advisability of discontinuing therapy and/or
initiating antibacterial measures. Generalized derma-
tological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for

remissions of dermatoses, especially of allergic origin

cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-
permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized

atrophy and striae have been reported with the use of

steroids by the occlusive technique. When occlusive

nonpermeable dressings are used, the physician should

be aware of the hazards of suffocation and flamma-
bility. The safety of use on pregnant patients has not

been firmly established. Thus, do not use in large amounts
or for long periods of time on pregnant patients.
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THE CASE OF THE RECEIPTED BILL*

AMA President Discusses Parallel Interests Of Government And
Physician In Seeing To It That The Patient Discharges His

Financial Obligation Completely

CHARLES L. HUDSON, M.D.

The Author: Charles L. Hudson, M.D. of Cleveland,

Ohio. President, 1966-67, The American Medical Asso-

ciation.

T he title of my talk, in the best tradition of

Earl Stanley Gardner, is “The Case of the

Receipted Bill.” I have selected the subject to

crystallize my own views and perhaps to stimulate

discussion of a broader subject that involves our

relationship with governmental financing mecha-
nisms in general.

First, I believe I must state what I regard as the

essential element of medical practice. Fifty years

ago it would not have been necessary even to con-

sider this subject. At that time one would immedi-
ately have said that it was the request of one per-

son for medical assistance and the response of a

physician to agreeing to help. As I look at it the

essence of that relationship has not changed : a two-

man contract is the heart of medical practice.

The development of new techniques and new
forms of data collection and delivery of medical
services might have beclouded the relationship for

some people. Contributing to uncertainty also is a
repetitious use of the phrase “doctor-patient rela-

tionship” that has caused the words to be deprived
of meaning and to be subjected to ridicule.

How can there be a doctor-patient relationship,

for example, between a patient and a physician who
is never seen? With respect to consultation, this

same question can be useful to us physicians in

reviewing a concept which, even in our own minds,
has become somewhat nebulous.

I need not tell you, who have patients, what the
man-to-man eyeball-to-eyeball contact with a pa-
tient means. But it is possible that even some of
you have a “moonlight and roses” impression of the
doctor-patient relationship.

The two-man contract has much more substance
than is implied in “doctor-patient relationship.” It

has ramifications. The patient not only asks for
help, but submits to it; and in this he implies his

Presented at the 156th Annual Scientific Assembly
of the Rhode Island Medical Society, at Providence
R.I., May 10, 1967.

willingness to pay for the service. The physician

not only agrees to accept the patient, but also takes

on the responsibility to provide service promptly,

efficiently, to the best of his ability and in true

consideration of the patient. The contract has

overtones of ethics and morality as well as legality.

The roles of the two parties are distinct.

Payment, I have said, is in the province of the

patient. To permit payment to be accomplished

collectively, society in recent years has devised

systems for payment; and occasionally physicians

have assisted in the formulation of such organiza-

tions as Blue Cross and Blue Shield. Other pre-

payment systems are consumer oriented. Some in-

surance, as option No. 1, indemnifies the patient

to a fixed degree against the total charge of the

physician; as option No. 2, in other instances, es-

sentially for the benefit of low income people, the

amount of reimbursement to the patient or directly

to the physician constitutes, by agreement, the to-

tal amount of the physician’s charge.

Generally, the patient is aware that he is to

make payment for the services he receives. By au-

thorizing an insurance company to pay the physi-

cian directly, however, he might subconsciously

come to believe that purchase of insurance has en-

titled him to a service without financial obligation.

Medicare under Part B perpetuates the concept

of a fee for a service, and option No. 1 is a re-

minder to the patient of his responsibilities under

the two-man contract.

The espousal by the AMA of option No. 1, to

bill our patients directly, has introduced problems;

has evoked a storm of indignation and protest

largely directed against the medical profession;

has caused confusion in the attempt to make the

financial matters to Title XVIII and Title XIX
uniform; and, worst of all, has made me feel that

in a great deal of the discussion within our own
ranks we appear to be uncertain as to the sig-

nificance of the controversy and how it relates to

our long-range effort to avoid the institution of a

national health service in this country.

I shall try to develop these points.

(Continued on next page)
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Although hardship to the patient might result

from the adoption of option No. 1, it is at least

partially beneficial to the patient to be reminded

not only of his obligations but also of his right to

point out the physician’s obligation under the same

contract. In other words, the promise of payment

or its withholding, and the personal reminder to

the physician to provide the best services of which

he is capable, is a right embodied in the role of

the patient; and is one which he should appreciate

and should not thoughtlessly surrender.

The requirement in option No. 1 of the law, that

there is evidence that the financial debt of the pa-

tient has been discharged as evidenced by a re-

ceipted bill before the patient may recover from

the carrier, is interpreted by some as avarice on

the part of the physician in making sure of his

payment. That interpretation is strange in view of

the fact that we physicians object to the provisions

of this payment option, and have recommended

that the patient be reimbursed on evidence that a

service has been performed rather than on the re-

quired additional evidence that the physician’s

charges have been satisfied. Likewise, physicians

have not officially supported the assignment op-

tion, which is also a part of the law, and which

would give them the greatest assurance that a bill

would not go unpaid. Superficially, the roles as-

sumed here by physicians and by the government

appear to be reversed. On this account, possibly,

some individuals insist that there must be some-

thing occult and sinister about our attitude.

" PARALLEL INTERESTS

Oddly enough, the interests of the government

and what one might call the self-interest of the

physician are parallel. If it can be said that the

physician would like to be paid, it is equally true

that the government feels an obligation to make

certain that the patient's debt to the physician has

been discharged. When Uncle Sam agrees to pay

his nephew’s health bills, he wants to be sure the

money reaches the provider of the service. That is

why government finds the assignment option a

tidy and simple mechanism of payment. On the

other hand, if the recommendation of the AMA to

reimburse the patient on evidence of service (i.e.,

itemized statement) rather than on a receipted bill

is rejected by Congress, I would say that the

government has little confidence in the patient’s

honesty and willingness to pay his debts from

funds provided for the purpose. The physician has

for years, with complete confidence, used this form

of arrangement with prepayment plans and with

commercial insurance companies.

If assurance of payment is a reasonable expecta-

tion of the physician, why then does he insist on

restricting his financial dealings to the patient as

in option No. 1, and not accept direct payment
from the carrier through assignment?

OBJECTIONS TO ASSIGNMENT METHOD
There are two reasons, I believe, and I shall

mention the less appealing one first. Under the

assignment approach, the physician is not permitted

to collect more than the 20 per cent co-payment

which the patient rather than the government must

be expected to pay. He may not consider the fi-

nances of his patient and charge a higher total than

what is determined by the carrier to be a “reason-

able fee.” If all beneficiaries were of low income,

avarice would not be a consideration. However,

Medicare does not distinguish people on the basis

of their ability to pay for a physician’s services.

Therefore, rejection of option No. 2 can be inter-

preted as a desire on the part of the physician to

retain for himself the right to set the price for

his services.

This privilege, especially if it does not cause

hardship to the patient, should not be considered

unusual or reprehensible. It is not, however, the

more fundamental reason for selecting the first

option. Here I shall digress.

There is no question in my mind but that in

Washington there are serious, honest legislators

who are perfectly satisfied with the model of the

practice of medicine — shall I say model — that

has developed the outstanding health care system

in the world. It is not the intention of those people

to disturb medical practice as it is. In fact, legisla-

tors have included a disclaimer in PL 89-97 stating

that nothing in the Medicare act should influence

or interfere with the practice of medicine.

On the other hand, I am equally well convinced

that there are individuals who, for some reason,

would like to destroy the present system of medical

care. I do not know how many individuals there

are of this kind, nor do I know their motives. Rea-

sons expressed in somewhat fuzzy fashion, are that

they desire something more comprehensive. Such

individuals advocate a national health system sim-

ilar to that of Britain. They believe in govern-

mental provision of service rather than of money to

provide payment to a physician for that service.

In other words, physicians should not be paid

for individual services through cash or credit, and

the services themselves should not be presented on

an item-by-item or service-bv-service basis. Alter-

native methods for paying physicians, they feel,

should be utilized and following the example of

modes abroad, such payment would be made

through salary or capitation. One role of the pa-

tient in the two-man contract, i.e., obligation to

pay the physician for a service, is eliminated.
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If one were of such a mind to create a national

health service, he might be expected to attack the

selective provision of medical care on a service-by-

service basis; attack any system that provided pay-

ment for services on a fee-for-service basis; and

espouse something comprehensive that might be

provided by a variety of agencies so that the identi-

ty of the physician is lost and the individual roles

of both the patient and physician are obscured.

Medicare at the moment, therefore, for one inter-

ested in a national health service, is partly a success

and partly a failure. The establishment of the so-

cial insurance principle through Medicare is a plus

for socialism. The broad objective is to create a

feeling of entitlement to medical services and at

the same time destroy a feeling of responsibility

for paying for them. One might, given a long time,

create the impression in the minds of the people by

argument and persuasion that they are entitled to

service without responsibility for payment. But re-

liance was not on this method alone. An intermedi-

ate step was employed by creating a fiction of the

mind that entitlement had been developed by mak-

ing contributions to the Social Security System.

With every contribution came an accompanying

right. There should be no determination of eligibil-

ity. The system could not tolerate identifying any

individuals who did not have this entitlement. De-

nial of entitlement because of wealth could not be

tolerated. Health care was not a primary objective;

entitlement was. Individuals over 65 years of age

who had made no contribution posed a problem,

but only transiently. They became recipients by of-

ficial edict without having been contributors.

The next objective, I feel, after removing from

the patient’s mind his responsibility for individual

payment, is to deride and defame the idea that

there is any virtue in the physician- patient con-

tract. To some extent, we have assisted in this ob-

jective by permitting “doctor-patient relationship”

to become a cliche, without having thoughtfully

given substance to the words through understand-

ing of their true meaning. If they are used merely

to indicate an emphatic relationship between the

doctor and his patient, we have something which

can easily be dismissed, especially if a deterioration

of this relationship appears to have taken place.

The idea of a two-man contract, however, with

its individual roles; its moral and legal responsibili-

ties; and its obligations for optimum service and

obligations for payment for those services cannot

so easily be dismissed.

We see, therefore, that the second reason for

supporting option No. I is that the two-man con-

tract, the essential element of medical practice, is

worth fighting for. Applied to the problem of the

receipted bill, the words “bill direct” are more than

a shibboleth because they mean that we intend to

keep alive the idea of the recognizable individual

service to the patient and the responsibility of the

individual patient to pay for what he receives.

While we cannot be too critical of the patient

who, in a sense, has devised mechanisms of third-

party payment to assist him in carrying out his

role, we must be aware of the instances and of the

manner in which the payment mechanisms are

being manipulated. If they impede the proper im-

plementation of our role to provide optimum serv-

ices, or if they are used to debase our system of

medical practice generally, the physician has an

obligation to concern himself with the role of the

patient even though the patient is not conscious

that it is being distorted. To make this clear and
simple, I have focused on the two-man contract.

POTENTIAL DANGER IN PROGRAM
I have said that Medicare is not so dangerous

for what it is now as for what it may become.

Those who would promote socialized medicine

would agree that it is imperfect in that it recognizes

the fee-for-service element in our medical care sys-

tem in this country. It also permits reliance of

the patient upon his individual physician and rec-

ognizes his willingness to enter into the conven-

tional contractual relationship.

We must preserve and maintain that element of

our medical care system — one patient, one physi-

cian and the obligations and privileges of both —
even though they may be obscured by alteration of

the mechanisms for payment on the one hand, and
the modifications of medical practice on the other.

One potential threat to the two-man contract is

a feeling of impersonality. If payment mechanisms

become so sophisticated that the responsibility of

the patient in this elemental contract is lost, we
will have gone a long way toward being socialized.

Likewise, if the physicians find it difficult to keep

abreast of the ways in which medical practice is

being modified, the significance of the physician’s

individuality in a professional sense becomes un-

clear, if not lost altogether.

“The Case of the Receipted Bill’ is not so simple

as it sounds. The government and the physician

have parallel interests in seeing to it that, under

the present law, the patient discharges his financial

obligation completely. Direct billing is not a prima-

ry objective in itself. Its significance is that it

constitutes a reminder of the constant threat to

make medical care impersonal. The day should

never come when a patient will not care whether he

has a physician, an agency or a machine to give

him medical attention. Likewise, physicians must
(Concluded on page 479)
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urgical approaches to congenital heart dis-

ease have been highly successful. In the case

of acquired heart disease, particularly valvular

heart disease, surgical approaches have been good,

and I think they can be improved to the point

where they will also be highly successful. Probably

there is no cardiovascular surgeon who is entirely

satisfied with his experience in using the artificial

valves that are presently available, but these valves

function far better than diseased ones. Surgical ap-

proaches to coronary artery disease are still in

their infancy, but I believe they hold great prom-

ise and may very well offer some help in the prob-

lem of coronary blood flow.

Until recently there has been little serious think-

ing about myocardial insufficiency. Nevertheless,

this is a significant problem in our population to-

day. Myocardial insufficiency occurs in the end

stages of coronary heart disease; fibrosis replaces

the myocardium to a degree that often makes it

difficult for the remaining myocardium to support

the circulation. Myocardial insufficiency also oc-

curs in the end stages of hypertensive cardiovascu-

lar disease, which is also a major problem in our

country.

At Maimonides Hospital in Brooklyn, we have

used three parallel approaches to the problem of

either replacing or augmenting the diseased myo-

cardium: total heart replacement with an artificial

device, replacement or augmentation of the myo-

cardium alone, and heart transplantation.

From the Departments of Surgery, Maimonides
Medical Center and State University of New York
Downstate Medical Center, Brooklyn, New York.
This work was supported by U.S. Public Health
Service Grant HE-06510. Address for reprint re-

quests: 4802 Tenth Ave., Brooklyn, New York 11219.

Our thinking varies somewhat from that of De-
Bakey and his group, who seem to be moving far-

ther away from the heart, now that they are get-

ting outside of the body. I am sorry to see them

depart from the intracorporeal artificial heart field,

for I think work in this area is reasonable and could

well lead to a possible solution.

TOTAL HEART REPLACEMENT WITH AN
ARTIFICIAL DEVICE

The first approach that we and others have ex-

plored is total replacement of the diseased heart

with a mechanical device. Tetsuzo Akutsu per-

formed such experiments in our laboratory at Mai-

monides Hospital. Previously he had worked at

the Cleveland Clinic with one of the great leaders

in this field, Wilhelm Kolff. Both Akutsu and
Kolff have been interested in what DeBakey and
I would refer to as total replacement with a “real”

artificial heart.

Fig. 1 shows the artificial heart which Akutsu

built in our surgical research laboratory. At the

top you see a pumping chamber designed to replace

the left ventricle and at the bottom one to replace

the right ventricle. The pumping chambers consist

of rigid outer housings with flexible, collapsible

Silastic diaphragms inside. The tubes at the right of

the pumping chambers are for the air supply which

collapses the diaphragms. There are four unidirec-

tional valves, from top to bottom, the pulmonary
valve, the tricuspid valve, the aortic valve, and the

mitral valve. At the left you see the connectors,

from the top, the pulmonary artery, the combined
unit for the right and left atrium, and the ascend-

ing aorta.

Fig. 2 shows the artificial heart assembled. It is

a pneumatically driven intracorporeal artificial

heart and is small enough to fit into the pericar-

dium easily once the natural heart has been re-

moved. As you see, the valves are positioned cor-

rectly so that the right and left ventricles can be

attached through the connectors to the remaining

vessels. The small tubes that can be seen in this

photograph are used to monitor pressures in the

right and left ventricles and atria.

We have done some 75 experiments with a heart

of this design, but the greatest success we can re-

port is the survival of a dog for 27 hours. Kolff and

his group in Cleveland succeeded in keeping

animals alive for as long as 40 hours. However, the
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very fact that we measure the survival time of

experimental animals with a total artificial heart

in hours rather than in weeks or even in days says

much about the present state of progress. As De-

Bakey has pointed out, the problems presented by

total heart replacement are considerable. Concerted

effort should certainly solve them, but I agree

with DeBakey that solution does not lie in the

immediate future or even five years from now. In

all likelihood it will probably take many years.

The central problem is that this system which we

have been using is an open-ended system with no

servomechanism. Thus, there is no possibility for

the driving mechanism to respond to information

from the body. It seems to me unlikely that an

open-ended system will function very long in a

human or even an experimental animal. A more

sophisticated system seems necessary; and while

several groups of investigators are interested in how
to get information from the body which can be

used to control the output of such a heart, their

work is still in its earliest phases.

REPLACEMENT OR AUGMENTATION OF
MYOCARDIUM

Our second approach at Maimonides has been to

consider the possibility of augmenting the myo-

cardium rather than literally replacing the entire

diseased heart. Rather than remove it entirely, then,

we thought that what was really needed was to add

extra myocardium. Our concept was that the need

for this is on a permanent, not temporary basis.

Our initial experiments in this direction began
some 10 years ago when we tried to add extra

heart muscle by mobilizing the left leaf of the dia-

phragm, wrapping this flat muscle around the

heart with the nerve and blood supply of the muscle
intact, and then stimulating the muscle synchro-

nously with the ECO so that it would literally be

extra heart muscle. This system did not work very

well. In fact, it didn’t work at all, so we had to

try something else.

Following this experiment we attempted to take

the same muscle and wrap it around the aorta.

Instead of stimulating it synchronously with the

ECG, we stimulated it out of phase so that the

muscle would relax when the heart contracted.

Thus, when the heart had completed its contrac-

tion, the muscle would then contract and raise the

pressure in the aorta. This first counterpulsation

system was reported about 10 years ago, and it did

work. However, it did not assume enough of the

workload. We calculated that it took over about

8-10 per cent of the left ventricle’s work, but this

seemed inadequate.

As a result, we developed a mechanical device

that would assume more of the work load. After

some preliminary experiments at Maimonides, I

induced my brother, Doctor Arthur Kantrowitz, to

help us with the design. As Director of the Avco-

Everett Research Laboratories, Arthur was in a

position to give us some very sophisticated engin-

eering help, and we have been collaborating on the

system for several years now.

Fig. 3 shows an early version of our auxiliary

ventricle, consisting of a rigid outer shell that con-

tains a flexible, collapsible Silastic bladder. The
two halves of the outer shell are shown on either

side of the bladder below the assembled unit. The
half of the shell at the right has a hole for an air

tube leading to the potential space between the

bladder and the outer shell. This is a very simple

unit and it can be designed so that the flow is

reasonably smooth throughout. The two prosthetic

(Continued on next page)
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arteries are attached to the ends of the bladder so

that they can be sutured to the appropriate points

in the arterial tree.

Fig. 4 illustrates a more recent model showing

the rigid outer shell, the air tube, and the Dacron

grafts. This is similar to the unit used by the Bay-

lor group with respect to materials and function,

but it has no valves inside.

Fig. 5 diagrams the way our unit is implanted.

One end is sutured to the ascending aorta, the

other into the descending aorta. We have found it

necessary to interrupt the natural aorta by ligation

or transection. Two electrodes are attached to the

myocardium and connected, as is the air tube,

through the chest wall to an external electronic

synchronizing device and driving mechanism.

In Fig. 6 you can see that when the air is vented

at atmospheric pressure from the chamber between

the outer shell and bladder, the bladder can ex-

pand as the natural ventricle contracts. From the

ECG we know the moment at which the left ven-

tricle begins to contract. Then, after the ventricle

has emptied itself and the aortic valve has closed,

compressed air is pumped into the bladder chamber

so that a certain amount of blood is expelled retro-

grade to fill the coronary arteries. The remainder

of the blood is forced into the arterial tree and

supplies energy for circulating the blood.

This system offers a number of advantages. First,

the work load of the left ventricle should be reduced

considerably, for all it has to do is empty its con-

tents into a low pressure area, i.e., the actively ex-

panding bladder. Second, the coronary blood flow-

should be increased, because after the aortic valve

is closed, air is pumped into the chamber, collapsing

the bladder and thereby raising the pressure. Thus,

the coronary artery is presented with a high blood

pressure at just the moment when it is best pre-

pared to accept the blood flow. During left ven-

tricular systole, very little blood can flow through

the coronary arteries, for they are embedded in the

muscle, which clamps them off at this time. The
only time when blood can flow through the coro-

nary arteries freely -— particularly through the

left coronary — is during left ventricular diastole,

when the muscle is relaxed. In this system, it is

during this phase that the high pressure is applied.

In addition to the advantages of reduced left

ventricular work load and of increased coronary

blood flow, there are a number of other points

which recommend this approach. When the unit is

not operating, it would serve as a shunt from the

ascending aorta to the descending aorta. Of course,

the left ventricle would then have to do all of the

work, but with a continuous flow of blood through

the system, one would not expect clotting. It should

not be any more harmful than arterial grafts in

this area, which are known to have functioned for

many years in humans.

The simplicity of a system without valves also

appeals to us, for we feel that such a system has

the potential of development into one which is

completely contained within the body. (Such a

system does depend on a competent natural aortic

valve, but we are considering patients with chronic

left ventricular failure, whether from hypertensive

cardiovascular disease or from the end stages of

coronary artery disease; for the most part, such

patients do have competent aortic valves.)

Fig. 7 is an idealized diagram of the results one

would expect to see in achieving these goals. Nor-

mal left ventricular pressure starts from zero and

rises to approximately 140 mm. Hg during systole

and then returns to zero, where it remains through-

out diastole. The only external pressure work done

by the left ventricle occurs during systole, when it

raises the pressure of the blood in the chamber
from one level to another and keeps it there for a

period of time.

Stanley Sarnoff at the National Institutes of

Fig 3. Components and assembled auxiliary left Fig. 4. A recent model of the auxiliary ventricle,

ventricle (early version).

I
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Fig. 5. Diagram of the auxiliary ventricle implan

tation.

Fig. 6. Diagram of the functioning of the auxiliary

ventricle (luring the cardiac cycle.

Health and others have done a considerable amount

of work which shows that the area under the left

ventricular curve is very closely related to the ex-

ternal pressure work which the left ventricle does

and that it is closely correlated with other measur-

able factors such as oxygen consumption of the

myocardium. Thus, when the auxiliary ventricle is

working, the left ventricle has to expel its contents

at a lower pressure, and one would expect the pres-

sure generated by the left ventricle to be corres-

pondingly lower. In addition, because the unit is

practically drawing the blood out of the left ven-

tricle, one would expect the blood to leave the left

ventricle more rapidly than usual. If that is the

case, then the area, i.e., the time-tension index, un-

der this curve ought to be reduced. Therefore, the

amount of work being assumed by the auxiliary

ventricle can be estimated by comparing the area

under the original curve with the area of the curve

actually produced. The systolic pressure in the dis-

tal arterial tree should be reduced during systole;

but when the auxiliary ventricle contracts during

diastole, the diastolic pressure should be increased.

Since the same volume of blood is being injected

into the aorta and is simultaneously running off

through the arterial periphery, the mean pressure

should be about the same. Normal mean pressures

would then be maintained by the left ventricle,

which would be contributing a small part of the

work, and by the auxiliary ventricle, which is do-

ing the major share of the work of pushing the

blood through the tissues. In any case, these are

the theoretical considerations which guided our ex-

periments. (Continued on next page)

Fig. 7. Idealized representation of effect of auxili- Fig. 8. Femoral artery pressure (FAP) and left

ary ventricle on left ventricular and central aortic ventricular pressure (LVP) with the auxiliary ven-
pressures. tricle (AV) on and off.
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During the past 6 or 7 years, we have done hun-

dreds of experiments in dogs. This makes the

experimental task of getting such a device to work

that much more difficult, for the problem of clot-

ting is more severe in dogs than in humans. While

I do not think it is unreasonable to attempt work-

ing out these systems in calves, where the clotting

mechanism is more like that in man, making the

system operate in dogs is a more exacting test.

From the viewpoint of hemodynamics, of course,

I don’t think it makes a great deal of difference

what sort of experimental animal is used. The im-

portant thing is that an animal be used in the ex-

periment, not some sort of artificial system. Such

artificial testing setups may be helpful to engi-

neers, but they cannot predict success when the

device is implanted in a living body.

Fig. 8 shows a recording strip from a typical

animal during our experiments. As one would ex-

pect, the left ventricular pressure curve (LVP)

ranges from zero to about 140-150 mm. Hg and

then returns to zero when the auxiliary ventricle

(AV) is not in operation. When the auxiliary ven-

tricle is turned on, a dramatic reduction in left

ventricular pressure occurs: the auxiliary ventricle

takes over approximately 60 per cent of the work

load. In the femoral artery pressure (FAP) curves,

you can see that the systolic pressures are much
lower than normal. However, the diastolic pressure

— which is the pump pressure — is as high as

normal, and is maintained at that level for longer

periods of time. Therefore, the mean pressures are

actually the same.

Synchronization of the pump affects the timing

of the pressure curve, and in this illustration it is

not quite as good as it could be. If the auxiliary

ventricle pumps greater volumes of blood than the

left ventricle delivers to it, then some of this blood

must come from the periphery, and lower femoral

artery pressures result.

The synchronization is somewhat better in Fig.

9, which shows femoral artery pressure (FAP) and

ECG in a dog with and without the auxiliary ven-

tricle in operation. Here the pressure curves look

almost exactly the same as normal curves.

Having obtained good evidence that the auxiliary

unit can take over a considerable part of the work

load of the left ventricle, the next point we had

to demonstrate is that it also can increase coronary

blood flow.

Fig. 10 shows pulsatile flow in the circumflex

coronary artery of a dog with an auxiliary ven-

tricle. When the unit is off, blood flow through

the circumflex coronary artery is normally low

during systole, the major portion occurring dur-

ing diastole. When the unit is turned on, there is

about the same blood flow during left ventricular

systole, but there is a marked increase during dias-

tole. (Note that these are flow curves, not pressure

curves.) They show that we not only reduce the

work of the left ventricle, but increase coronary

blood flow at the same time.

Fig. 1 1 also shows blood flow in the circumflex

coronary artery of am: experimental dog, but it is

recorded at a much slower speed in order to show

the mean patterns somewhat better. When the

auxiliary ventricle is off, the normal coronary blood

flow is about 45-50 ml./min. At the moment the

auxiliary ventricle is turned on, coronary blood

flow increased significantly to a mean flow of about

60 ml./min'., an increase of 20 per cent. As soon

as the auxiliary unit is turned off, coronary blood

flow returned to normal.

These experiments were repeated hundreds of times

in order to provide us with adequate evidence,

first, that the external pressure work of the left

ventricle can be decreased significantly; second,

that the coronary blood flow can be increased sig-

nificantly at the same time; and third, that when
this is done, the pressure curves obtained in the

distal arterial tree look very similar to the normal

pressure curves.

This gives us the basic elements for a system

that could be left in place for a long time, provided

we could demonstrate several other points. The
most important question is, how long can such a

system be left in place without causing clotting?

To determine this, we did a series of experiments

with the auxiliary ventricle implanted in the arch

of the aorta, as usual, but without the air tube at-

tached. Without pumping, the unit is thereby sub-

jected to a more severe test. Of these animals, 60

per cent survived for more than a year, and there

was no clotting in the system when they were sac-

rificed. One such non-functioning unit was in place

for 19 months before the dog died (it was not sac-

rificed), and even then there was no clotting in the

system. If clotting occurs, the animal would die

immediately, because the aorta would be fatally

interrupted.

Another question we had to answer was, how
much damage does the unit do to the blood? Our

experience here was similar to that of the Baylor

group, namely that blood damage is not significant.

Fig. 12 shows the results of an experiment run

for 15 days using a dog. Being able to turn the

system on or off at will, we turned it on for 10

hours each day and left it off for 14. We then took

blood samples to measure plasma hemogloblin and

found levels of 20-35 mg. per cent most of the

time from the second through the sixth day, which

we felt was acceptable. We found that the damage

done by giving the dog a 100 ml. blood transfusion

is greater than the effects of running the auxiliary
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Fig. 9. ECG and femoral artery pressure (FAP)
with the auxiliary ventricle (AV) on and off.

Fig. 10. Pulsatile flow in the circumflex coronary

artery with the auxiliary ventricle (AV) on and off.
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Fig. 11. Blood flow in the circumflex coronary ar-

tery with the auxiliary ventricle (AV) on and off.

ventricle for 10 hours. On the days when transfu-

sions were given, plasma hemoglobin levels ap-

proached 200 mg. per cent. However, these levels

returned to normal on the days when no trans-

fusions were given. We felt that this demonstrated

that the auxiliary ventricle did no significant harm
to the formed elements of the blood. Thus, we then

had a system which could do a very significant

amount of the work of the left ventricle, increase

coronary blood flow, be turned on and off at will,

be acceptable in the body of experimental animals

over a long period, and apparently not damage the

blood to any measurably significant degree.

Fig. 13 shows an animal which has an implanted

auxiliary ventricle. The air tube and the 2 electrode

wires come out at the back of the neck. Our Brook-

lyn dogs did not seem to understand the importance

of the experiment and tended not to cooperate. We
quickly learned that we had to bring out the tube

and the wires at a point that would be inaccessible

to the dog’s forelegs, hind legs, or jaws. The back

HEMOLYSIS WITH AUXILIARY VENTRICLE

DOG No 1579

I 23 4 56789 10 II 12 13 14 '15

Fig. 12. Hemolysis with the auxiliary ventricle.

of the neck is the only place which the dog can’t

reach.

Fig. 14, a closeup of this dog, shows the healed

skin wound, the drainage site, the 2 wires coming

out the back of his neck, and the air tube. The one

remaining problem is the degree of infection that

develops around the air tube. In fact, such infec-

tion has killed all the experimental animals which

were not sacrificed. It develops around the air tube

at the point where it leaves the body, then follows

the tube down to the auxiliary ventricle itself, and

sooner or later involves one or the other of the

anastomoses. The anastomosis then ruptures, and

death results from hemorrhage. Our animals have

routinely functioned well for a period of 3-4 months

with the auxiliary unit in operation for 10 hours

a day. The dog which survived longest before in-

fection proved fatal lived for 7 months.

We do feel that the problem of infection will be

a less serious one in man than in dogs. It should

(Continued on next page)
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Fig. 13. Dog with implanted auxiliary ventricle. Fig. 14. Close-up of the dog shown in Fig. 13.

be much less trouble to keep this area clean in

human subjects. Also, there is now considerable ex-

perience with passing this kind of tube through

the skin in patients, particularly those who are

on chronic dialysis. Silastic tubes, of about the

same diameter and made of the same material that

we use, have been put into place and kept there

for months or years. Merrill has had great experi-

ence with this; he has reported being able to keep

such tubes in place for extended periods. This is

also true of experimental work done at Montefiore

Hospital, for example, where cardiac-pacing cathe-

ters have been implanted transvenously and kept in

place for years with very little infection. This ex-

perience therefore leads us to expect good results

in man, even though the problem is a difficult one

in animal experiments.

Fig. 15 illustrates the experimental driving sys-

tem we constructed, and Fig. 16 shows it mounted

in position on a dog and with the air tube con-

nected. The system includes a battery pack to sup-

ply power for the small electric motor that drives

the air pump, which has a 3-way solenoid valve

connected to the air tube. The electronic control

circuit is triggered by the amplified R wave of the

ECG and controls the compressed air. I am not

sure that this is a practical system, for a considera-

ble amount of power is necessary to drive the

pump, which has to do a major part of the work of

circulating the blood through the body. The engi-

neers tell me that 8-25 watts are needed. The bat-

teries that we had, at least, were used up in a

matter of hours. Nevertheless, the system does

work, and we were able to pump blood with this

unit being worn by the dog.

At this point, after hundreds of experiments,

a million and a half dollars of National Heart In-

stitute money, and a great deal of hard labor, we
finally had a system which would apparently do

everything we wanted it to do. The question that

now had to be answered was not, are we ready to

try this in human patients? Rather, had we the

right to deny this system to patients who were dy-

ing because they needed this kind of help and for

whom conventional therapy had been exhausted?

On February 4, 1966, we implanted a human-size

auxiliary ventricle such as the one shown in Fig. 17.

This unit was manufactured by Avco-Everett Re-

search Laboratory and is of essentially the same
design as the one for dogs. The Dacron graft in-

tended for anastomosis to the ascending aorta has

a larger diameter than the one for anastomosis to

the descending aorta corresponding to the diame-

ters in the natural heart. There are 2 stainless steel

rings so that the grafts can be fixed to the inner

bladder very smoothly and not form a point where

clotting may occur. The Avco representatives were

particularly painstaking about this, and I think

they were right. There is also the standard Silastic

air tube.

The first patient in whom we implanted this

device was a 33 year old male who had been in

chronic left ventricular failure for 3 years. The
primary diagnosis was alcoholic myocarditis, and
he also had severe cirrhosis of the liver. Left ven-

tricular end diastolic pressures were about 25-30
mm. Hg, and mean left atrial pressures were also

in this range. Having clear-cut evidence of intract-

able left ventricular failure, we elected to operate.

The patient survived only about 24 hours, but as

DeBakey has pointed out this period supplied us

with evidence as to the value of the pump. At au-
topsy the pump was perfectly clean, and there was
no clotting whatsoever. The reasons for death are

not completely clear, but we do not think that they

were associated with the auxiliary ventricle. It is

well known, of course, that one cannot operate on
cirrhotic patients without considerable difficulty.

We feel that the trauma of the operative procedure

in this case was a factor, and there was evidence

of postoperative liver failure in this man.
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Fig. 15. External control and driving system with Fig. 16. External unit fastened in position,

harness.

Fig. 18 shows a recording of left atrial pressure,

radial artery pressure, and ECG from this patient.

It was made after 13 hours of continuous operation

of the auxiliary ventricle. Left atrial pressure is

8-10 mm. Hg with the pump in operation, whereas

before implantation it had consistently been at

about 28 mm. Hg. After 13 hours of operating the

unit, we turned it off for a short period of time.

As you can see, the left atrial pressure promptly

rose, and peripheral arterial pressure dropped, indi-

cating that the patient had probably become accus-

tomed to the auxiliary ventricle. Thus, we were

able to demonstrate that the system was working

as we had hoped it would, not only in dogs, but in

man as well.

Our second patient was a 63 year old female who
had had 3 previous coronary occlusions and was

again in intractable left ventricular failure to the

extent that even the most vigorous efforts of our

medical colleagues did not help. In addition to left

ventricular failure from coronary disease, this

woman also had diabetes, peripheral diabetic neu-

ropathy, Kimmelstiel-Wilson syndrome, and chron-

ic pyelonephritis.

We operated on this woman on May 18, 1966

to implant the auxiliary ventricle as shown in Fig.

19. Here, the device is being implanted in the right

chest, the electrodes from the myocardium being

visible at the right of the photograph.

The patient recovered well from the procedure.

We had a physician varying the pumping routines

in this patient, for we did not want her heart to

become completely dependent on the auxiliary ven-

tricle. Most of the time it was on for 2 hours and

off for one. On one occasion, the pump had been

off for about 5 hours when the woman went into

acute pulmonary edema. We turned the unit on

immediately, whereupon the left ventricular failure

Fig. 17. Auxiliary ventricle constructed for use in

Humans.
Fig. 18. ECG, left atrial pressure, and radial artery

pressure in a male patient with the implanted mechan-
ical auxiliary ventricle (MAV) on and off (Feb. 4,

1966.)
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Fig. 19. Auxiliary ventricle implantation in a fe

male patient (May 18, 1966).

disappeared and the pulmonary edema cleared

within 3 minutes.

The patient recovered and was able to be up and

out of bed, in a wheel chair, eating and talking

with her family. On the twelfth day, however, she

sustained a cerebral vascular accident and died a

day later. At autopsy, much to our chagrin, we
found that there was clotting in the system and

that she had thrown off a cerebral embolus, which

I think was related to the use of the pump.

In this second case, we had made a change from

the experimental mode for reasons which are too

complicated to set out in detail here. We knew that

in dogs the aorta must be transected totally, not

just partially. In this case, however, I made the

decision with the help of the engineers not to tran-

sect the aorta completely. Unfortunately, it turned

out to be an incorrect decision, and I think it led

directly to our ultimate failure.

We consider both of these cases to be limited

successes. We now have clearcut evidence that the

unit does work hemodynamically. It is therefore

our intention to develop it to a point where it can

work on a chronic basis and really represent some
degree of augmented myocardium. We are thinking

in terms of an electric motor that will be worn on
the outside, but be an integral part and function

over a long period. Our definition of success, then,

is to be able to send a person home on a chronic

basis and return him to some kind of life com-
parable to that of other members of his age group

in the community. We think that this goal can be

attained, and we hope we shall be able to realize it.

HEART TRANSPLANTATION
Our third approach at Maimonides Hospital is an

obvious one, namely replacing the heart by trans-

plantation. For some three years, we have been at-

tempting to transplant the heart from one experi-

mental animal to another. This is, of course, based

on earlier work in the field, particularly that of

Lower and Shumway in Palo Alto. However, we

prefer not to use a pump oxygenator, for we have

had considerable operating room experience with

this in human subjects, and it has its problems.

Therefore we have attempted to avoid the problems

of the pump oxygenator by using hypothermia. If

the animal can be cooled to a temperature that is

sufficiently low, the circulation can be interrupted

long enough so that the heart can be taken out and

replaced. When doing this experimentally, there

are advantages to using puppies rather than adult

dogs. First of all, the temperature can be raised and

lowered more easily. Second, there is some evidence

that rejection phenomena are not quite as severe in

young animals as in adults.

Kondo of our group is the person who gets the

credit for developing this technique. Both the re-

cipient and donor animals are cooled. The donor

is cooled to 27°C., the recipient to 16°C. The chest

is opened with a standard incision, tourniquets are

placed around the superior and inferior vena cava.

The heart beats slowly at the temperature of 16°C.

The tourniquets are then tightened around the

vena cava and the azygos vein to prevent any blood

from flowing into the heart. The pulmonary artery

is clamped to stop the outflow, then it is cut.

First the right auricle of the recipient animal is

transected, leaving a generous margin; then the

left auricle. Then the heart is removed. The stump

of the aorta, the pulmonary artery, the left auricle,

the back wall of the left auricle, the back wall of

the right auricle, and the openings of the pulmonary

veins can be identified. For the moment the dog

doesn’t have a heart.

The donor heart is removed in a similar fashion

and cooled in Tyrode’s solution at 4°C. It must now

be put in with standard suturing techniques. Two
sutures are used, one in the upper part of the in-

teratrial septum and one in the lower. These two

sutures are then tied. The right auricle is repaired

by using a standard over-and-over suture technique

with Dacron 4-0 suture. Care is taken to traumatize

the tissue as little as possible and to make a water-

tight seal.

The donor heart is taken with generous margins

away from the ventricles, while the heart is cut

out from the recipient animal close to the ventricle.

First the right auricular suture line is completed,

next the interatrial septum with a continuous su-

ture. After this is done, the wall of the left auricle

must be repaired, and the left auricular suture line

completed. Now all that remains is hooking up the

aorta and pulmonary arteries. Again, this is a stan-

dard over-and-over suture with nothing special

about it. Cold Tyrode’s solution is flushed into the

left ventricle before the aorta is completely closed

in order to remove all air from the left side of

the heart before the suture line is completed. The
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final suture line is made in the pulmonary artery.

Now, with the completion of this suture, the dog

has been equipped with a new heart.

Our problem now is to get this new heart started.

It takes me about 30-35 minutes to do this, but

my research associates do it in less time. The first

step is to remove the tourniquets from the superior

and inferior vena cava, then the clamp from the

aorta and the pulmonary arteries. The system is

started by removing the cold water from the bath

and replacing it with warm. Warm saline solution

at 40° C. is added to the chest of the dog.

The lungs are white at first, because there hasn’t

been any circulation for the last half hour. Circu-

lation is started again by massaging the heart gent-

ly. When the circulation has started again, the

lungs become pink.

At this point the heart is usually fibrillating very

well, and it can be reverted to a regular rhythm by
a single shock. If there is a partial block, it doesn’t

take long for this to flip over into a regular sinus

rhythm.

Closure of the chest is accomplished in routine

fashion with silk sutures, and the skin is closed

leaving two underwater drainage tubes.

Dogs with transplanted hearts seem completely

unaware that their hearts were furnished by other

dogs. The heart grows right along with the body.

They remain frisky and apparently not at all af-

fected by having a transplanted heart. It would be

difficult indeed to tell any difference between them
and completely normal dogs. They grow and de-

velop normally. One followed for 4 months post-

operatively tripled her weight.

There are other problems, such as rejection, but
that’s another story.

This is the third approach we have been pur-

suing at Maimonides in our search to find possi-

bilities to replace what has so often been called the

organ of love. I’m not so sure that’s what it is nor

that we don't already have better organs for that.

But, at any rate, this gives you an idea of what we
have been doing in Brooklyn.
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care whether they or their groups are private en-

trepreneurs or whether they march to someone

else’s tune.

In my first report to the House of Delegates a

few days after my inaugural last June, I said:

“.
. . I was fearful after hearing our Medicare

program that we are becoming too much engrossed

in the details of the implementation of Medicare
— fees, paperwork, utilization review and the like.

We must not forget that the real threat to our

system of medicine is not these minutiae, vexa-

tious as they may be, but the threat of expanding

the principle of social insurance.

“. . . I am trying to make a realistic assessment

of what I think is important relatively, and what

is not. For, if we exhaust our energies in the wrong
defense, our cause may well be lost.”

Direct bill, receipted bill, itemized bill — all are

important; but only if their significance to the

two-man contract is not lost. A living, strong, fully

understood and fully honored contract between the

patient and his physician is a solid barrier to so-

cialized medicine.
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RENE LERICHE, SURGEON OF PAIN, PHYSICIAN OF ANGUISH*

Pioneer in Physiological Surgery Aimed at Correcting
Neurovascular and Endocrine Derangements

FREDRIC JARRETT, M.D.

The Author. Fredric farrett, M.D., Graduate of the

Harvard Medical School in the Class of 1967.

This article was prepared with the aid of

a student fellowship from the Dartmouth

Medical School. The author wishes to ex-

press his profound appreciation to Dr. Henry
L. Heyl ’33, editor of The Journal of Neuro-

surgery and Dr. James C. White ’23, Pro-

fessor of Surgery at the Massachusetts Hos-

pital, emeritus, who were constant sources

of advice and encouragement, to M. Edou-

ard Morot-Sir of the French Embassy who
was of invaluable help in making certain

documents available, and to the many
friends and colleagues of Professor Leriche

in France and Great Britain.

When The Philosophy of Surgery appeared in

1951, Rene Leriche already was an elder

statesman of the healing arts. His election that year

as president of The International Society of Sur-

gery marked the homage not only of French sur-

geons but the respect and admiration of surgical

leaders the world over. In 1937 he had been named
to the chair of experimental medicine at the Col-

lege de France, the premier chair in France, be-

coming the first surgeon to occupy the professor-

ship once held by Claude Bernard, Magendie,

Brown-Sequard and Charles Nicolle. He assumed

the role of spokesman for the French medical pro-

fession during the difficult years of the occupation.

But it was Leriche’s overriding humanitarian con-

cern that endeared him to his patients and col-

leagues. He once wrote, "The patient that we op-

erate on is not merely a physiological machine, he

thinks, he fears, his body trembles if he does not

have the comfort of a vision of sympathy. Nothing

can replace for him the beneficial contact with his

surgeon, the exchange of glances, the feeling that

he is taken in hand with at least an apparent cer-

tainty of winning.”

Professor Leriche’s sensitivity and humanitarian

sympathy must have been the foundations for his

*Reprinted with permission of the author and the

Harvard Medical Alumni Bulletin in which this

article appeared in the Winter, 1967, Issue.

lifelong interest — the surgery of pain. His classic

work, La Chururgie de la Douleur, first appeared
in 1937, dedicated to Charles Nicolle, his predeces-

sor at the College de France; subsequently it went
through three editions and translations into several

foreign tongues. In his research on pain he spoke
of the constant need of ‘‘juxtaposing the pathologic

analysis and the therapeutic idea,” always seeking

some therapeutic insight from a knowledge of the

pathology, as well as some glimpse into the basic

disease process from careful treatment. Between
1910 and 1936 Leriche performed over 200 gas-

serian or retrogasserian neurotomies and some 500
operations on the sympathetic system, in addition

to many rhizotomies and peripheral neurotomies

—

all of these for various syndromes doleureux —
tabes, aortitis, causalgias, painful amputation, Ray-
naud’s disease, scleroderma, and malignancies. He
taught that pain was not a laudable sixth sense

and was not essential for life, but was the central

manifestation of both peripheral stimuli and vasom-

otor phenomena.

As a youngster Rene Leriche received a religious

schooling where he learned to be “understanding,

helpful, liberal, and good.” Throughout his youth

he dreamed of going to Saint-Cyr, France’s military

academy, and to further this he undertook a rigor-

ous preparatory study in philosophy and sciences.

Then, suddenly, after leading his class, he decided

to forego Saint-Cyr to become a surgeon. He en-

tered the Faculty of Sciences at Lyon to prepare

for its medical school, from which he graduated in

1906.

Early associations weighed heavily on Leriche's

development. As a student and young surgeon he

was very much influenced by Antonin Poncet, his

chief of service, who was a constant source of en-

couragement during the residency years. In 1909

they collaborated in writing and publishing two

volumes on the surgical treatment of tuberculosis.

It was on Poncet's service that Leriche, articulate

and quick, passed easily through the successive

stages of French surgical training — intern, pro-

sector in anatomy, chef de clinique, agrege in sur-

gery in 1910 — seeming rather to enjoy the brutal

examinations where one's success was often deter-

mined by the whims of the examining jury and the

influence of one’s mentor. Held back by politics
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in the competition for “chirurgien des hopitaux,”

and being very shaken by Poncet’s death in 1913,

he briefly considered emigrating to the United

States in 1914, but the outbreak of war eliminated

this alternative.

As a student he also worked under Alexis Carrel,

then a surgical resident and later a Nobel laureate

at the Rockefeller Institute. This future creator of

arterial surgery was the first important influence

on Leriche’s career — he later spoke of him as the

finest surgical technician he had known. Each eve-

ning for six months they examined patients togeth-

er. Chance had placed them in the same boarding

house and often their discussions continued very

late into the night as they strolled together beside

the River Saone. Years later Leriche wrote of ow-

ing Carrel the most crucial part of his early train-

ing — the discipline of observation; and he always

remained grateful for that precious boon to a young
man — “the precocious, unselfish and attentive

friendship of an older colleague.”

Carrel was difficult to define: he had a precise,

subtle intellect, capable of the highest idealistic

speculation and yet he was possessed of a certain

reserve which made him cautious and slightly aloof.

When Leriche visited him several years later at the

Rockefeller Institute, Carrel was immersed in his

research on organ transplantation. He had ex-

changed the kidneys between two cats, as well as

a small piece of aorta and vena cava — a perfect

operative success, but the animals died suddenly

j

two weeks later.

Leriche was surprised at how much Carrel had
been broadened by his American experience while

still retaining his nationalistic fervor and dreaming

of the intellectual and moral reform by which

France would regain its place in the world.

It was Carrel who introduced him to some of

the most dynamic men in American medicine and
surgery, to Simon Flexner, for instance, who im-

mediately offered to put Leriche in contact with

any surgeon he might want to see in the United
States. He visited the Roosevelt and German hos-

pitals in New York; in Chicago, he was received by
John Murphy and Evarts Graham, and in Boston
by Harvey Cushing. But the high point of his tour

was a visit to Baltimore where he spent several

days with Halsted. It was an event he thereafter

credited as one of the most decisive in his surgical

career. “If I argued for the scrupulous and blood-

j

less operation,” he wrote, “and if one day I had
the idea of the ‘maladie post-operatoire’ it was
in drawing inspiration from Halsted’s thought.”

When war broke out in Europe in 1914, Halsted,

although impregnated with German culture and
numbering many German surgeons among his

friends, embraced the Allies’ efforts with great

warmth. Early in the war he wrote to Leriche at

the front expressing his confidence in the eventual

triumph of the Allies, and mentioning that he had
“indiscreetly” subscribed to one of the larger New
York dailies in Mme. Leriche’s name “to show where
American sympathies lie.” In return, Leriche sent

him several hundred photographs of the war
wounded. A month later, another letter arrived from

Halsted, this one containing a check for 100,000

francs: the Baltimore surgeon had displayed the

photographs in a room at his club, and solicited an

entrance fee. The check was for the wounded
French soldiers.

It was in thinking of Halsted that Leriche later

formulated his ideas of a “chej d’ecole,” underscor-

ing the necessary attributes of unselfishness, sin-

cerity with one’s self and with facts, and liberalism

of ideas. In The Philosophy of Surgery he wrote,

“An intellectual personality is necessary, a charac-

teristic way of placing oneself before what one

sees, a penetrating way of thinking, and finally a

way of understanding therapy.” In addition, he

felt that a total unselfishness was required -—
- un-

selfishness both in the realm of ideas and of ma-
terial benefits. In this connection he was fond of

quoting an incident about Halsted: In 1921 Wal-
ter Dandy had just published the results of his

first fifty ventriculograms, and he confided to Le-

riche that the original idea had been Halsted’s,

but on submitting the article to his mentor Dandy
had been advised to strike out the suitable acknowl-

(Continued on next page)

Rene Leriche
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edgment on the grounds that it would not add to

a rising reputation to announce that the idea had

not been his own.

In all the surgical centers that Leriche directed

his modesty and intellectual enthusiasm were

brought to bear. At Bouleuse, during World War I,

he wrote discerningly on the treatment of fractures

and commenced his studies of the circulatory sys-

tem. After the war, he practiced surgery in Lyon.

When he was appointed Professor of Clinical Sur-

gery at Strasbourg in 1924 he hoped to realize in

his own service what had impressed him so in Bal-

timore. “In all he studies,” he wrote, “a man must

never consider only himself. Egoism is the source

of error — it is always necessary to put yourself

in the opponent’s place, and in the place of what

you seek to know.” His Strasbourg clinic became

a mecca for surgeons interested in the circulatory

system and the neurovascular control of pain —
Alexander Brunschwig, Michael DeBakey and

James C. White were among the Americans who
studied there.

In 1937, Leriche succeeded Charles Nicolle as

Professor of Experimental Medicine at the College

de France. Although this is the most prestigious

chair in France, the professor is not provided with

any clinical facilities in Paris; for the remaining

years of his career Leriche operated almost ex-

clusively at the American Hospital at Neuilly. Each

year the professor must deliver and publish a se-

ries of lectures — Leriche’s first volume was the

well-known Surgery of Pain, followed by lectures

on surgical pathophysiology which expanded his

earlier research with Policard.

Early in his career, surgery was still dizzy with

its newly acquired tecnical advances, as well as new

avenues opened by the preclinical and clinical disci-

plines. Although Leriche was an excellent technical

surgeon, he attempted to devaluate the manual as-

pect of surgery and underscore its more scientific

demands. He saw surgery not merely as a branch

of medicine, but as an area of knowledge, an ex-

perimental science practiced at a level of high in-

telligence and as a means of exploring the great

problems of biology and medicine.

His inaugural lecture at Strasbourg in 1925 set

the stage for a whole new way of thinking in sur-

gery. He had looked with dismay at the tendency

to overestimate the role of operative techniques and

in his address entitled “Physiological Surgery” he

promulgated his own view that the patient must

be studied as a whole. Here for the first time pa-

thology was seen as stemming from an alteration

in normal physiology which precedes any ensuing

anatomic change. Leriche was subsequently the

creator in France, as were Halsted and Cushing in

the United States, of physiologic surgery — a

therapeutic approach using an understanding of the

neurovascular and endocrine systems to treat func-

tional derangements by seeking to restore function

to diseased parts. Previously most surgery had been

destructive or ablative. He outlined a surgery which

aimed at disorders of physiology in addition to the

correction of anatomic lesions, a physiological sur-

gery which addressed itself to correcting pertuba-

tions of vasomoter innervation and abolishing pain-

ful syndromes, to alleviating hypertensive states

and correcting endocrine imbalances.

In his presidential address to the congress of the

Association Francaise de Chirurgie in 1933, and in

his inaugural lecture at the College de France in

1938, his thoughts slowly evolved, and he outlined

the avenues surgical research must take and the

pitfalls it must avoid. In the 1930’s he explored the

range of biological and chemical changes which

are unleased by the surgical act per se — a combi-

nation of vasomoter, humoral and hematologic

changes. Certainly many of these details were

known before the 1930’s, and most of them have

since been explored in greater depth by Francis

Moore and others, but Leriche was first to accord

them the title of a distinct entity — “la maladie

post-operatoire.” He always persisted in viewing

surgery as an undertaking requiring great intellec-

tual and moral force. He summarized his feelings

on this subject, as well as his general philosophy in

1951 during his presidential address to the Interna-

tional Society of Surgery: “Only the humanist sen-

timent can allow us to balance our legitimate scien-

tific curiosities and interests of those who entrust

themselves to us.”

Soon after the outbreak of World War II in

1939, Leriche was placed in charge of the center

for vascular surgery at Lyon, where he hoped to

apply some of the hard-learned lessons of the First

World War regarding wound debridement and vas-

cular injuries. After the French surrender the

Vichy government offered him two cabinet posts

which he refused, alleging a total administrative in-

competence. Then, at the end of October 1940,

Vichy decided to create an Order of Physicians and,

in view of Leriche’s international stature, they

chose him to be its president. At first he declined

the post, only to be told that the Germans de-

manded to have within forty-eight hours the name

of a single physician responsible for the entire

French medical profession. They threatened to con-

script some 6,000 French physicians and, since

Germany faced a critical doctor shortage, these men
would certainly be deported to Germany. After

learning of this Leriche accepted the Vichy post,

although the job was loathsome to him. He became

head of a non-existent organization with no gov-

ernment subsidy, insufficient funds and minimal
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secretarial help. He managed to form councils of

the Order in every department, establish a code

of ethics, formulate a pension plan and help and

defend Jewish physicians and displaced persons.

During his tenure not a single French physician

was deported to Germany. For foreign and Jewish

physicians other problems arose, but many were

helped to escape to the free zone with falsified

papers. For those who chose to stay there was the

protection afforded by hospital admission under

Leriche’s signature and an alias. He preyed on the

German fear of tuberculosis by submitting a urine

sample plus several drops of added blood to an

“official” laboratory with the label, “Weight loss,

albuminuria, suspicion of renal tuberculosis.” This

was usually sufficient protection.

Leriche made every effort to change the com-

petitive, antiquated French system of medical edu-

cation. He sought to make it more like the Ameri-

can system by limiting the number of students,

thus lowering the high attrition rate, replacing the

externat with compulsory clinical rotations, to be

followed by an internat based on examining grades

rather than a concours. He had been advocating

such changes for years but, unfortunately, in 1945,

his formal proposals were rejected.

Leriche himself was not immune to the continu-

ous undercurrent of criticism of the Vichy govern-

ment, and was even openly accused of being a col-

laborator. Yet he did what he thought was his duty,

and would have found it painful to profit by

France’s misfortune. When Vichy offered him the

chair of surgery at Salpetriere he replied that he

wished to be named by “regular means.” Subse-

quently he refused two other chairs and a high dec-

oration — Commander of the Legion of Honor —
for the same reason. After the war he recommenced

his teaching at the College de France and was

elected to the Academy of Sciences.

Leriche agreed with Proudhon that “science re-

quires a revolution of the mind,” yet he always

claimed that he was unable to think without a sub-

strate of facts, and insisted throughout his career

on the importance of experimentation and research

in surgery. From the experimental intuition of

Claude Bernard he distinguished a Cartesian intu-

ition which exalted “a healthy and attentive mind”

over the variable powers of observation and the

often misdirected talent of imagination. In a lec-

ture at the College de France shortly after Paul

Valery’s last lecture, Leriche expanded and codified

many of his thoughts on the role of the mind in

science. It was not at all strange for a surgeon to

give a lecture entitled, “Paul Valery and the Scien-

tific Mind,” for Valery was the most precise, the

most scientific, the most pure of poets. Having

been the disciple of Stephane Mallarme, Valery

considered and used language as an exercise in for-

mal mathematics; he preferred “the emotions of

the mind” to those of the heart: his poetry reveals

a destructive lucidity and an almost inhuman dis-

tance. Yet such an exultation of the intelligence

over all other faculties has always gained him a

great following in scientific circles. Leriche wrote

that this return to the intelligence must signal for

scientists a more modest attitude in regard to the

phenomena of life, and in regard to their own capa-

bilities. Yet what is essential is a balance: “Method,

without a mind to animate it, constructs only a

paltry science, proud of its conclusion, that the

next day’s experiment annuls and demolishes. In-

tuition without experimental control engenders only

reveries and soap bubbles. . . . Truth is in balance,

in measure. Balance in the individual is the privi-

lege of genius.”

Leriche was possessed with the rare gift of being

able to appreciate the unity of human knowledge,

of being able to synthesize ideas and facts. He was

submissive to facts and experimental observations,

yet sought to arrive at a conclusion free of scho-

lasticism and unemcumbered by the burdensome

traditions which weigh upon medical science. His

mind dealt in ideas, although he claimed it needed

the nourishment of facts.

And what a fertile mind it was. In his 1400 odd

publications, the breadth of his interests touched

nearly all aspects of surgery. Early in his career,

he viewed osseous tissue as being composed of two

elements — organic and mineral matter, and saw

bone pathology as gravitating between two poles

—

reconstruction and demineralization. He studied

bony regeneration, the formation of callus, the

osteolytic process, humoral influences on osteo-

genesis, the method of reduction of fractures, and

the roles of circulation, innervation and metabolism.

His most constant interest was in the study of

lesions of the vascular system: he studied ischemia

and its mechanism of action, and the physiology of

collateral circulation. He provided new operations

for arterial occlusions; he described the syndrome

of obliteration of the aortic bifurcation which now
bears his name, and foresaw the kind of reconstruc-

tive surgery that has become almost commonplace

in our time. He studied humoral influences on the

vascular system as well as the indications for adre-

nalectomy. Most importantly, he studied the effects

of the autonomic nervous system on bloodflow.

In 1914 as a neurosurgeon before neurosurgery

was a full-grown specialty, Leriche performed his

first retrogasserian neurotomies for trigeminal neu-

ralgia (the second in France). During World War I

he published his results of a large series of cranial

wounds. Subsequently he studied Jacksonian epilep-

(Continued on next page)
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sy, Parkinson's disease and was the first to describe

the syndrome of the superior petrous sinus. Later

he studied the syndrome of CSF hypotension, and

published his results of ablation of medullary tu-

mors. He was the first to propose midline myeloto-

my, splitting the cord in order to produce bilateral

analgesia in the lower extremities.

But always central to Leriche's contribution was

his personality and temperament. Here was the

most humble of men — a short man with a prom-

inent forehead whose warmth and radiance set

him apart at a glance. He was exquisitely sensitive

to the pain of his patients, yet his presence and

conversation seemed to communicate a boundless

goodness and understanding that never failed to

be comforting. Shortly after Leriche's death, Paul

Savy wrote, “this surgeon of pain was the physi-

cian of anguish as well.” Was he not a surgeon who
could boast of never having been refused operative

permission?

His interests in art and literature were catholic,

and the grace and warmth of his hospitality at the

Maison Voltaire in Strasbourg or at his home in

Rue d’Alboni in Paris captivated an endless suc-

cession of friends and visitors. At the conference

table his sincerity and lucidity often rescued a wan-

dering or heated discussion; in a succinct sentence

or two he could summarize an entire afternoon’s

proceedings. He never spoke from notes, yet his

speech was precise and original — it was said that

a listener needed no knowledge of French to under-

stand what he was saying. Georges Duhamel of the

French Academy associated him with Charles Ni-

colle in his literary power.

He was a man who loved to travel, and he could

communicate with men of all tongues and all races.

The modern system of international congresses gave

foreign surgeons frequent opportunities for seeing

and hearing Leriche. Gradually he came to feel a

sense of duty in traveling abroad, in representing

French surgery in other nations, as well as keeping

abreast of developments in foreign surgical centers.

Wherever he traveled and whatever the mechanism
of his contact with his colleagues, he was at all

times the central figure, drawing men around him,

yet he was never domineering or pontifical.

A list of all the honors awarded to Rene Leriche

would be a summary of all the tributes that a

grateful medical community can bestow on one of

its most distinguished members. He was honorary

fellow of the Royal College of Surgeons of England,

of the Royal College of Surgeons of Edinburgh, of

the Royal Society of Medicine, and of the Ameri-

can College of Surgeons, and received similar hon-

ors from medical societies and scientific academies

in Portugal, Finland, Sweden, Yugoslavia, Italy,

Czechoslovakia, Argentina, Brazil, Austria, Vene-

zuela, Norway, Denmark, Germany, Mexico, Bel-

gium, Rumania, Cuba, Spain, and the U.S.S.R. He
was surgeon-in-chief pro tempore at Lakeside Hos-

pital in Cleveland and at Peter Bent Brigham Hos-

pital. He was also a doctor honoris causa from Har-

vard, from Glasgow, and from thirteen other uni-

versities in Europe and South America. He was an
officer of the Legion of Honor, Commander Ordre

Gustave, Commander Ordre Santiago de Portugal,

Officer of the Ordre de Leopold de Belgique, and

Officier de Saint-Sava.

Yet one of the most moving tributes among the

many that were written after his death was by Sir

James Learmouth, who poignantly recalled Leriche’s

visit to the University of Edinburgh several years

previously:

“I choose one illustration of this power for

good which he exercised. It was a simple oc-

casion compared to the splendid functions at

which he was so often the central figure — a

simple occasion, but a very moving one. This

was his impact on my students when he hon-

oured the University of Edinburgh by acting

as Visiting Professor of Surgery. From the first

moments of his opening lecture — delivered in

French — these Scotch students took him into

their hearts. They listened enthralled to the

course; and at the end of his last lecture as he

left the amphitheater, they applauded without

restraint, and with him there marched a young

Scot, playing a triumphal melody on the bag-

pipes. The Scots are not an emotional nation,

and even when young they are severe critics,

quick to see through any shallowness or pre-

tense. In my lifetime I have not seen or heard

the like.”

Leriche’s death on December 28, 1955 caused

countless numbers of friends, colleagues, former

students and patients to remember the debt they

owed him. The obituaries that appeared in surgical

publications of all nations, and the hundreds of

letters written to Mme. Leriche revealed a respect

and devotion bordering on idolatry. He left his

mark upon a generation not only because he was

brighter and more farsighted than his contempo-

raries, but because his generosity and sympathy

knew no bounds — like the simple servant who
cares for a dying man in Tolstoy’s The Death of

Ivan Ilyitch, he was able to cope with suffering

and despair when science alone was not enough.

DERMAQU1Z ANSWERS
(See page 449)

The thumbs are sporting a wart. The votive hand
demonstrates that warts were a nuisance and a thera-

peutic problem centuries ago as they are today.

The wart sufferer, most likely, after many thera-

peutic failures, obtained a cure by psychological pro-

cedures and presented the “thank you hand” to the

Gods.
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Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. 'Neosporin' (polymyxin B
— bacitracin — neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble
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onserve emotional resources
and energies, and to direct

them against the problems
really worth worrying about.

5.

The previously hospitalized
psychiatric patient.
Such a patient may still require the

type of medication he has been ac-

customed to, but because he is no
longer in a controlled setting the ac-

ceptable level of adverse reactions

must be lower. In such circumstances
Mellaril is perhaps the drug of choice.

Contraindications: Severely depressed or comatose
states from any cause, and in association with or

following MAO inhibitors; severe hypertensive or

hypotensive heart disease.

Precautions: Hypersensitivity reactions (e.g., leuko-

penia, agranulocytosis) and convulsive seizures are

infrequent. Pigmentary retinopathy has been ob-

served where doses in excess of those recommended
were used for long periods of time. May potentiate

central nervous system depressants, atropine, and

phosphorus insecticides. Where complete mental
alertness is required, administer the drug cautiously

and increase dosage gradually. In addition, ortho-

static hypotension (especially in female patients)

has been observed. Epinephrine should be avoided in

treatment of drug-induced hypotension.

Side Effects: Pseudoparkinsonism and other extra-

pyramidal disorders are infrequent; drowsiness, es-

pecially in high doses early in treatment, may occur;

nocturnal confusion, dryness of the mouth, nasal

stuffiness, headache, peripheral edema, lactation,

galactorrhea, and inhibition of ejaculation are noted

on occasion; photosensitivity and other allergic skin

reactions may occur but are extremely rare.

Before prescribing, see package insert for full prod-

uct information.

in moderate to severe anxiety, 25 mg. t.i.d.

Mellaril
(thioridazine)

SANDOZ

4. The menopausal patient.
The woman who sees change of life as

the end of useful life requires support

from both family and family physi-

cian. Whether the psychological im-

pact of menopause is directly related

to hormonal changes, or merely coin-

cidental, is debatable, but estrogenic

therapy is frequently inadequate.
Mellaril is a useful aid for these pa-

tients and, alone, or in combination
with reduced estrogen dosage, will

help ease the menopausal misery.

6.

The agitated geriatric.
Tranquilizer therapy in the elderly

patient always involves special (or at

least accentuated) problems : the pos-
sibility of drug-induced ataxia, hypo-
tension or depression, for example,
assumes an additional significance.

These reactions have rarely been ob-
served in geriatric patients treated
with Mellaril.

j psychosomatic patient.

mily physician is rarely given

ignostic luxury of a classic,

>k “anxiety state.” Most often

t probe for anxiety masked by

ional disorder -or which exac-

; a somatic problem. Double-

valuations have demonstrated
ellaril can be a significant ad-

i the treatment of such patients.

7.

The constantly
returning patient.
The anxiety patient who has not re-

sponded to a minor tranquilizer is not
very likely to benefit from your minor
tranquilizer of second choice. A major
tranquilizer, such as Mellaril, may be
indicated in such patients.
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Flagyl seeks out the sites where trichomo-

nads hide. Only a systemic agent can.

Flagyl does, selectively and effectively.

Flagyl destroys trichomonads in the

inner crypts, glands and cavities of the

genitourinary tract in both women and
men. Consequently, Flagyl is capable not

only of curing trichomoniasis in women
but also of preventing reinfection.

Correctly used, with due attention to

repeat courses of treatment for resistant,

deep-seated invasion and to the presump-

tion of reinfection from male consorts,

Flagyl has repeatedly produced up to 100

per cent cure in large series of patients.

When the diagnosis of trichomoniasis is

positive, Flagyl is positive.

Dosage and Administration — In women: one
250-mg. oral tablet three times daily for ten

days. A vaginal insert of 500 mg. is available

for local therapy when desired. When used, one
vaginal insert should be placed high in the vag-

inal vault each day for ten days; concurrently

two oral tablets should be taken daily.

In men in whom trichomonads have been
demonstrated: one 250-mg. oral tablet twice

daily for ten days.

Contraindications — Pregnancy; disease of the

central nervous system; evidence or history of

blood dyscrasia.

Precaution—Complete blood cell counts should

be made before, during and after therapy, espe-

cially if a second course is necessary.

Side Effects—Infrequent and minor side effects

include nausea, metallic taste, furry tongue and
headache. Other effects, all reported in an inci-

dence of less than 1 per cent, are diarrhea, diz-

ziness, vaginal dryness and burning, dry mouth,
rash, urticaria, gastritis, drowsiness, insomnia,
pruritus, sore tongue, darkened urine, anorexia,

vomiting, epigastric distress, dysuria, depres-

sion, vertigo, incoordination, ataxia, ab-
dominal cramping, constipation, stomatitis,

numbness of an extremity, joint pains, confu-

sion, irritability, weakness, flushing, cystitis,

pelvic pressure, dyspareunia, fever, polyuria,

incontinence, decreased libido, nasal conges-

tion, proctitis and pyuria. Elimination of
trichomonads may aggravate candidiasis.
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Ilosone® provides more antibacterial activity

than any other oral erythromycin

Acid stable, better absorbed . . . Ilosone

produces faster, higher, more prolonged

blood levels, even in the presence of food 13

Because it is the most active form of oral

erythromycin, Ilosone can help assure

consistently greater antibacterial activity

at the site of infection. Ilosone produces

peak antibacterial blood levels two to four

times those of other erythromycin

preparations .

1 ' 2 Not only are these levels

attained earlier, but they are maintained

for much longer periods. Even the

presence of food does not seem to affect

the activity of Ilosone .

13

In the treatment of patients with bacterial

infections susceptible to erythromycin,

Ilosone has compiled an excellent

therapeutic record. Since it exerts its

greatest activity against gram-positive

organisms, it is particularly useful in

common respiratory and soft-tissue

bacterial infections. Ilosone kills—not

merely inhibits—streptococci,

pneumococci, and more strains of

staphylococci than any other macrolide

antibiotic. This bactericidal action,

coupled with the high antibacterial levels

attained, makes Ilosone especially valuable

in patients with low host resistance, such

as infants, debilitated individuals, and
diabetics.

Ilosone has shown no cross-resistance with

penicillin and may be effective against

organisms that have become resistant to

that agent. Despite its high antibacterial

activity, Ilosone has demonstrated a low

incidence of side reactions. Blood

dyscrasias, ototoxicity, and tooth staining

have not been observed. Infrequent

cases of drug idiosyncrasy, manifested by
a cholestatic jaundice, have occurred,

but there have been no known definite

residual effects.

Now available:
New! Ready-mixed Ilosone Liquid 125!
(Contains erythromycin estolate equiva-

lent to 125 mg. erythromycin base per

5-cc. teaspoonful.)

"n 700970

Ilosone* HD
Erythromycin Estolate

(See next page for prescribing information.)



Ilosone-/ the most active oral form of erythromycin
Description: Ilosone is the most active form of oral erythromy-
cin that has been developed. Because it is stable in acid, well
absorbed, and excreted in lesser amounts in the bile, it provides
faster, higher, and longer-lasting levels of antibacterial activity
(ABA) in the serum, even when taken with food, than do com-
parable doses of erythromycin.
Indications: Ilosone is indicated in infections caused by micro-
organisms sensitive to its action (especially staphylococci, hemo-
lytic streptococci, and pneumococci) . The drug is therefore useful
in a high proportion of bacterial diseases encountered in clinical

practice and particularly in the treatment of bacterial infections
of the upper and lower respiratory tract and soft tissues.

In the treatment of acute bacterial pharyngitis and tonsillitis,

this antibiotic has promptly eradicated the bacteria (streptococci)

and has produced a parallel prompt clinical improvement. There
have been no group A beta-hemolytic streptococci resistant to

this preparation. In beta-hemolytic streptococcus infections,

treatment should be maintained for ten days to prevent the de-
velopment of rheumatic fever or glomerulonephritis.

Erythromycin estolate has proved to be very effective in pneu-
mococcus pneumonia and in acute bronchitis with pneumococci
on culture. Bronchopneumonia and otitis media in children have
responded well to its use.
The antibiotic has been used very successfully in staphylococ-

cus infections. Good therapeutic results have been obtained in

soft-tissue infections, abscesses, cellulitis, carbuncles, wound in-

fections, and furunculosis.
In serious staphylococcus infections, erythromycin prepara-

tions should be used only in combination therapy with other
antimicrobial agents. As is the case with any treatment regimen
used in these severe conditions, surgical procedures should be
performed when indicated, and large dosages of the antimicro-
bial agents should be employed. In this fashion, Ilosone has been
effective in staphylococcus pneumonia, osteomyelitis, septicemia,
empyema, and meningitis.

Multiple 500-mg. doses of the drug have also been useful in

gonorrhea and syphilis. Since penicillin is the drug of choice for
the treatment of syphilis and gonorrhea, erythromycin estolate

should be employed for these infections only in patients with a
history of penicillin allergy. Also, other infections due to suscep-
tible bacteria in patients known to be hypersensitive to penicillin

or other antibiotics may be considered for treatment with Ilosone.

Contraindications: Ilosone is contraindicated in patients with a
known history of sensitivity to this drug and in those with pre-

existing liver disease or dysfunction.

Adverse Reactions: Data obtained from seven years’ use of pro-

pionyl erythromycin ester and erythromycin estolate (Ilosone)

indicate that hepatic dysfunction with or without clinical jaun-
dice may occur during or following courses of therapy with the

drug.
Changes in liver function tests in such cases have been indica-

tive of intrahepatic cholestasis. The symptoms appear to be the
result of a form of sensitization. The initial symptoms have de-

veloped in some cases after a few days of treatment but generally
have followed one or two weeks of continuous therapy or several

courses of the drug. Symptoms reappear promptly, usually within
forty-eight hours, if the drug is readministered to sensitive pa-
tients. Eosinophilia was noted in peripheral blood counts. The
findings readily subsided without apparent residual effects when
treatment was discontinued. Recovery was delayed in one re-

ported instance. The physician indicated in this case that either

drug-induced jaundice or viral hepatitis may have been respon-
sible for the findings.

In one clinical study involving ninety-three patients treated
with the antibiotic, three cases of jaundice were observed and an
additional eleven cases developed some changes in liver function
tests. Three of the patients had abnormal liver function tests a
second time on readministration of the drug.

Even though it is assumed that not all cases of jaundice have
been reported, it seems clear that the number is small compared
with the amount of drug that has been used. Reported cases have
included persons in whom there had been administered other
drugs known to be associated at times with hepatic side-effects
and cases in which the presence of viral hepatitis or other dis-

ease may have been responsible for the findings. In some of the
cases, associated gastro-intestinal symptoms simulated the colic

of biliary tract disease. In other instances, clinical symptoms
and results of liver function tests resembled findings in extra-
hepatic obstructive jaundice. It appears that the occurrence of
jaundice after administration of Ilosone is infrequent, but
further investigations are being made to estimate its incidence
more accurately.

In those cases mentioned above in which jaundice appeal
j

be definitely related to use of the drug, laboratory findings
]

characterized by increased direct-reacting bilirubin, ele

alkaline phosphatase levels, negative or weakly positive cei

flocculation and thymol turbidity tests, elevated serum glu

oxalacetic transaminase levels, peripheral eosinophilia, am
mal cholecystograms.

Individual idiosyncrasy seems evident since jaundice h:

been reported in other patients taking prolonged courses
medication. Patients with chronic infection have been give

to 2 Gm. of the drug daily for periods of two to six month
patients with rheumatic fever have taken prophylactic do

0.5 Gm. daily for two years without difficulty. In one grc

144 patients who received the drug daily for two years, no
dice was noted. It was of interest that members of six of

i

patients’ families, who were not taking the drug, had ep

of jaundice during the study period.
Transaminase and serum alkaline phosphatase levels

determined in a group of fifty-four adults and children wh
250 mg. of Ilosone daily for an average of sixteen mon
rheumatic fever prophylaxis. The results were compare*
those of a similar group of forty-four patients who receive

icillin. There were no cases of jaundice in either group. Ele

of SGPT and serum alkaline phosphatase levels during the >

of treatment was observed in one patient treated with 1 1

and in two patients treated with penicillin. Seven other pt i

in the group receiving Ilosone and four others in the per

group showed elevations in one of the tests at some time < i

administration of the drugs.
Very satisfactory therapeutic results, without toxicity i

reported in 102 pediatric patients who received short-tern b

day) courses of Ilosone in the treatment of streptococcus f

tions. Results of liver function tests in these patients a

comparable to those in a similar control group who had re a

penicillin.

Gastro-intestinal disturbances not associated with hepa

:

fects are observed in a small proportion of individuals as a s

of a local stimulating effect of the medication on the alim ;

tract; however, the normal intestinal gram-negative bail

flora is not appreciably altered by erythromycin drugs.
Although allergic manifestations are uncommon with t

of erythromycin, there have been occasional reports of urt i

skin eruptions, and, on rare occasions, anaphylaxis.
Administration and Dosage: Ilosone is administered orall;

Ilosone Pulvules®, Ilosone Liquid 125, Ilosone, 125, foi

Suspension, Ilosone Drops, Ilosone Chewable Tablets.

For infants and for children under twenty-five pounds <

weight, the usual dosage is 5 mg. per pound every six hou

;

children twenty-five to fifty pounds, 125 mg. every six i

(Tablets Ilosone Chewable should be chewed or crush*

swallowed with water.)
For adults and for children over fifty pounds, the usual ft

of Ilosone is 250 mg. every six hours.
For severe infections, these dosages may be doubled.

When larger doses are indicated, parenteral erythr i]

therapy should be considered.
In the treatment of syphilis, the recommended total dc ?

20 to 30 Gm. given in divided doses for a period of ten to

days. Close follow-up of the patient is necessary since e :

mycin drugs have not had adequate evaluation in all st;

syphilis. Examinations of spinal fluid are recommended I

of the follow-up therapy.
For gonorrhea, 500 mg. four times a day for four d;ii

recommended. In the treatment of gonorrhea, patients il

suspected lesion of syphilis should have a dark-field exam I

before receiving antibiotics, and monthly serologic tests

be made for a period of three months.
How Supplied: Pulvules Ilosone, Capsules, N.F., 125 and !l

(equivalent to base), in bottles of 24 and 100.

Ilosone Liquid 125, Oral Suspension, U.S.P., 125 mg. (eqi l

to base) per 5-cc. teaspoonful, in 60-cc. and pint-size pal

Ilosone, 125, for Oral Suspension, N.F., 125 mg. (eqrl

to base) per 5-cc. teaspoonful, in 60 and 150-cc.-size pal

Ilosone Drops, 5 mg. (equivalent to base) per drop, in 10- .•

packages, with dropper calibrated at 25 and 50 mg.
Tablets Ilosone Chewable, N.F., 125 mg. (equivalent t( a(

in bottles of 50.
References: 1. Griffith, R. S., and Black, H. R.: Am. J. M. Sc., 2i7 I

2. Griffith, R. S., and Black, H. R. : Antibiotics & Chemother., 12.
-

;il

3. Hirsch. H. A., Pryles, C. V., and Finland, M.: Am. J. M. Sc.,

259:198, 1960. ["]

Additional information available to physicians upon request. I

Eli Lilly and Company ,
Indianapolis, Indiana 1,6206 . L 4
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GUEST ESSAY...
THE PH.D. OCTOPUS*

Will Individuality Count For Nothing Unless Stamped
,
Licensed

,

Tiid Authenticated By Some Title-Giving Machine?

WILLIAM JAMES, M.D.

The Author: William fames, M.D. (1842-1910) was
graduated from Harvard Medical School in 1869. For

a few years he lectured in anatomy and physiology at

his Alma Mater, but after 1880 he devoted his energies

to teaching the department of psychology and philoso-

phy. In 1890 he published the brilliant and epochal

PRINCIPLES OF PSYCHOLOGY.

S
ome years ago we had at our Harvard Grad-

uate school a very brilliant student of Philoso-

phy, who, after leaving us and supporting himself

by literary labor for three years, received a ap-

pointment to teach English Literature at a sister-

institution of learning. The governors of this insti-

tution, however, had no sooner communicated the

appointment than they made the awful discovery

that they had enrolled upon their staff a person

who was unprovided with the Ph.D. degree. The
man in question had been satisfied to work at

Philosophy for her own sweet (or bitter) sake, and
had disdained to consider that an academic bauble

should be his reward.

His appointment had thus been made under a

misunderstanding. He was not the proper man;
and there was nothing to do but to inform him of

the fact. It was notified to him by his new Presi-

dent that his appointment must be revoked, or that

a Harvard doctor’s degree must forthwith be pro-

cured.

Although it was already the spring of the year,

our Subject, being a man of spirit, took up the chal-

lenge, turned his back upon literature (which in

view of his approaching duties might have seemed

his more urgent concern) and spent the weeks that

were left him, in writing a metaphysical thesis

and grinding his psychology, logic and history of

philosophy up again, so as to pass our formidable

ordeals.

When the thesis came to be read by our com-

mittee. we could not pass it. Brilliancy and origi-

nality by themselves won’t save a thesis for the

doctorate; it must also exhibit a heavy technical

apparatus of learning; and this our candidate had

neglected to bring to bear. So, telling him that he

was temporarily rejected, we advised him to pad
out the thesis properly, and return with it next

*Reprinted from the Harvard Monthly, March, 1903.

year, at the same time informing his new President

that this signified nothing as to his merits, that he

was of ultra Ph.D. quality, and one of the strong-

est men with whom we had ever had to deal.

To our surprise we were given to understand in

reply that the quality per se of the man signified

nothing in this connection, and that three magical

letters were the thing seriously required. The Col-

lege had always gloried in a list of faculty members
who bore the doctor’s title, and to make a gap in

the galaxy, and admit a common fox without a

tail, would be a degradation impossible to be

thought of. We wrote again, pointing out that a

Ph.D. in philosophy would prove little anyhow as

to one’s ability to teach literature; we sent separate

letters in which we outdid each other in eulogy of

our candidate’s powers, for indeed they were great;

and at last, mirabile dictu, our eloquence prevailed.

He was allowed to retain his appointment provi-

sionally, on condition that one year later at the

farthest his miserably naked name should be pro-

longed by the sacred appendage the lack of which

had given so much trouble to all concerned.

Accordingly he came up here the following spring

with an adequate thesis (known since in print as

a most brilliant contribution to metaphysics),

passed a first-rate examination, wiped out the stain,

and brought his college into proper relations with

the world again. Whether his teaching, during that

first year, of English Literature was made any the

better by the impending examination in a different

subject, is a question which I will not try to solve.

I have related this incident at such length be-

cause it is so characteristic of American academic

conditions at the present day. Graduate schools

still are something of a novelty, and higher diplo-

mas something of a rarity. The latter, therefore,

carry a vague sense of preciousness and honor,

and have a particularly “up-to-date" appearance,

and it is no wonder if smaller institutions, unable

to attract professors already eminent, and forced

usually to recruit their faculties from the relatively

young, should hope to compensate for the obscur-

ity of the names of their officers of instruction by

the abundance of decorative titles by which those

names are followed on the pages of the catalogues

(Continued on next page)
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where they appear. The dazzled reader of the list,

the parent or student, says to himself, “This must

be a terribly distinguished crowd, — their titles

shine like the stars in the firmament; Ph.D.’s,

S.D.’s, and Litt.D.’s, bespangle the page as if they

were sprinkled over it from a pepper caster.”

EVERY REALITY BECOMES A SHAM
Human nature is once for all so childish that

every reality becomes a sham somewhere, and in

the minds of Presidents and Trustees the Ph.D.

degree is in point of fact already looked upon as

a mere advertising resource, a manner throwing

dust in the Public’s eyes. “No instructor who is not

a Doctor” has become a maxim in the smaller in-

stitutions which represent demand; and in each of

the larger ones which represent supply, the same

belief in decorated scholarship expresses itself in

two antagonistic passions, one for multiplying as

much as possible the annual output of doctors, the

other for raising the standard of difficulty in pass-

ing, so that the Ph.D. of the special institution

shall carry a higher blaze of distinction than it

does elsewhere. Thus we at Harvard are proud of

the number of candidates whom we reject, and of

the inability of candidates who are not distingues

in intellect to pass our tests.

America is thus as a nation rapidly drifting

towards a state of things in which no man of sci-

ence or letters will be accounted respectable unless

some kind of badge or diploma is stamped upon
him, and in which bare personality will be a mark
of outcast estate. It seems to me high time to

rouse ourselves to consciousness, and to cast a

critical eye upon this decidedly grotesque tendency.

Other nations suffer terribly from the Mandarin
disease. Are we doomed to suffer like the rest?

Our higher degrees were instituted for the lauda-

ble purpose of stimulating scholarship, especially in

the form of “original research.” Experience has

proved that great as the love of truth may be

among men, it can be made still greater by adven-

titious rewards. The winning of a diploma certify-

ing mastery and marking a barrier successfully

passed, acts as a challenge to the ambitious; and
if the diploma will help to gain bread-winning po-

sitions also, its power as a stimulus to work is

tremendously increased. So far, we are on inno-

cent ground; it is well for a country to have re-

search in abundance, and our graduate schools do

but apply a normal psychological spur. But the

institutionalizing on a large scale of any natural

combination of need and motive always tends to

run into technicality and to develop a tyrannical

Machine with unforeseen powers of exclusion and
corruption. Observation of the workings of our

Harvard system for twenty years past has brought

some of these drawbacks home to my consciousness,

and I should like to call the attention of my read-

ers to this disadvantageous aspect of the picture,

and to make a couple of remedial suggestions, if

I may.

In the first place, it would seem that to stimu-

late study, and to increase the gelehrtes Publikum,

the class of highly educated men in our country,

is the only positive good, and consequently the sole

direct end at which our graduate schools, with their

diploma-giving powers, should aim. If other results

have developed they should be deemed secondary

incidents, and if not desirable in themselves, they

should be carefully guarded against.

ACADEMIC SNOBBERY
To interefere with the free development of talent,

to obstruct the natural play of supply and demand
in the teaching profession, to foster academic snob-

bery by the prestige of certain privileged institu-

tions, to transfer accredited value from essential

manhood to an outward badge, to blight hopes and

promote invidious sentiments, to divert the attention

of aspiring youth from direct dealings with truth

to the passing of examinations, — such consequen-

ces, if they exist, ought surely to be regarded as

drawbacks to the system, and an enlightened pub-

lic consciousness ought to be keenly alive to the

importance of reducing their amount. Candidates

themselves do seem to be keenly conscious of some

of these evils, but outside of their ranks or in the

general public no such consciousness, so far as I

can see, exists; or if it does exist, it fails to ex-

press itself aloud. Schools, Colleges, and Universi-

ties, appear enthusiastic over the entire system,

just as it stands, and unanimously applaud all its

developments.

I beg the reader to consider some of the secon-

dary evils which I have enumerated. First of all,

is not our growing tendency to appoint no instruc-

tors who are not also doctors an instance of pure

sham? Will any one pretend for a moment that the

doctor’s degree is a guarantee that its possessor will

be successful as a teacher? Notoriously his moral,

social and personal characteristics may utterly dis-

qualify him for success in the class-room; and of

these characteristics his doctor’s examination is

unable to take any account whatever. Certain bare

human beings will always be better candidates for

a given place than all the doctor-applicants on

hand; and to exclude the former by a rigid rule,

and in the end to have to sift the latter by private

inquiry into their personal peculiarities among

those who know them, just as if they were not doc-

tors at all, is to stultify one’s own procedure. You
may say that at least you guard against ignorance

of the subject by considering only the candidates

who are doctors; but how then about making doc-

tors in one subject teach a different subject? This

happened in the instance by which I introduced

this article, and it happens daily and hourly in all
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our colleges? The truth is that the Doctor-

Monopoly in teaching, which is becoming so rooted

an American custom, can show no serious grounds

whatsoever for itself in reason. As it actually pre-

vails and grows in vogue among us, it is due to

childish motives exclusively. In reality it is but a

sham, a bauble, a dodge, whereby to decorate the

catalogues of schools and colleges.

Next, let us turn from the general promotion of

a spirit of academic snobbery to the particular

damage done to individuals by the system.

DAMAGE TO INDIVIDUALS

There are plenty of individuals so well endowed

by nature that they pass with ease all the ordeals

with which life confronts them. Such persons are

born for professional success. Examinations have

no terrors for them, and interfere in no way with

their spiritual or worldly interests. There are others,

not so gifted who nevertheless rise to the challenge,

get a stimulus from the difficulty, and become doc-

tors, not without some baleful nervous wear and

tear and retardation of their purely inner life, but

on the whole successfully, and with advantage.

These two classes form the natural Ph.D.’s for

whom the degree is legitimately instituted. To be

sure, the degree is of no consequence one way or

the other for the first sort of man, for in him the

personal worth obviously outshines the title. To
the second set of persons, however, the doctor or-

deal may contribute a touch of energy and solidity

of scholarship which otherwise they might have

lacked, and were our candidates all drawn from

these classes, no oppression would result from the

institution.

But there is a third class of persons who are

genuinely, and in the most pathetic sense, the in-

stitution’s victims. For this type of character the

academic life may become, after a certain point, a

virulent poison. Men without marked originality

or native force, but fond of truth and especially of

books and study, ambitious of reward and recog-

nition, poor often, and needing a degree to get a

teaching position, weak in the eyes of their exam-

iners, -—
- among these we find the veritable chair

a canon of the wars of learning, the unfit in the

academic struggle for existence. There are individ-

uals of this sort for whom to pass one degree after

another seems the limit of earthly aspiration. Your
private advice does not discourage them. They will

fail, and go away to recuperate, and then present

themselves for another ordeal, and sometimes pro-

long the process into middle life. Or else, if they

are less heroic morally they will accept the failure

as a sentence of doom that they are not fit, and
are broken-spirited men thereafter.

A NEW CLASS OF SOCIAL FAILURES

We of the university faculties are responsible

(Continued on page 497)
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Fiske Fund Prize Dissertation

1 9 G 7

The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following subject for the Prize Dissertation

of 1967:

“dl aaffencje oj (Obstetric s^lneitliesici”

For the best dissertation on the subject worthy of a premium

they offer the sum of five hundred dollars ($500.00). The disser-

tation will be particularly graded on the basis of original work by

the author. Each competitor for the premium is expected to con-

form with the following regulations:

To forward to the secretary of the Trustees on or before the

eleventh day of December 1967, free of all expense, a copy of his

dissertation with a motto thereon, and also accompanying it a

sealed envelope bearing the same motto, inscribed on the outside

with his name and address within.

Previous to receiving the premium awarded, the author of

the successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and

advantage of the Fiske Fund.

Dissertations, other than the successful one, will be returned

to the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper and should not exceed 10,000 words.

TRUSTEES, CALEB FISKE FUND
Secretary

John E. Farrell, Sc.D. Stanley D. Davies, M.D.

106 Francis Street F. Bruno Agnelli, M.D.

Providence, Rhode Island 02903 John J. Cunningham, M.D.



Editorials

HOSPITAL SERVICES IN THE U.S.S.R.

The two most powerful nations in the world, the

Soviet Union and the United States, differ distinctly

in the problems which each faces in providing good

health services for all its citizens. Yet the basic

needs of their populations are of course the same.

Official and unofficial visits of medical experts of

each country to the other have been of value to

both and should have full support of the authorities

in both nations.

The report of the “cultural mission” from the

U.S.A. to Russia in the summer of 1965 is of

great interest to the medical profession of this coun-

try. In America we are facing the probability of a

radical change in the organization, support, and

control of medical practice. An early phase of such

change is already under way. This, as we all know,

is due to the increasingly high cost and complicated

nature of the provision of the best of care to our

citizens. We wish to maintain the freedom of action

of physicians as far as this is possible The report

is important as it shows what is being accomplished

in a country in which such freedom as ours does

not exist, a country the people of which are able,

by organization and control, to achieve a uniform

system of medical care of reasonably good quality.

How good and how uniform this is cannot be de-

termined in great detail, but the mission of 1965

has, in its short stay of twenty days, brought to us

information that throws definite light on this sub-

ject and may give us in America a broader view of

the whole problem of the provision of good modern
medical care to all our people.

The U.S. Delegation on Health Systems Planning

consisted of five physicians, all experts in the or-

ganization of hospital care to patients.* They spent

twenty days in the Soviet Union and visited hospi-

tals of various types from the large city hospitals

to one which served a small country district. They
also visited the very important “polyclinics,” for

outpatients, which are apparently well developed

throughout the whole country.

The report is a careful study and as complete

as could be accomplished in the time available. The

*The members were Dr. Harald Graning (chairman),
Dr. Russell A. Nelson, Dr. Jack Masur, Dr. Philip
D. Bonnet, and Dr. Edwin L. Crosby.

members of the delegation indicated that it would

have been desirable to have had more time in each

hospital and opportunity to visit hospitals that had

not been studied by previous Americans, and to

have had as a member of their group a physician

who could speak the Russian language fluently.

The Summary and Conclusions constitute the

first chapter of the report. They list ten “Excellent

Features” and ten “Undesirable Features.”

EXCELLENT FEATURES

The following features of the Soviet health care

system appeared to be excellent:

1. The complete availability of health care to all

the people.

2. The commitment to a high degree of utilization

of health care facilities.

3. The emphasis on planning, setting of goals, and

evaluation.

4. The high ratio of hospital beds, physicians, and
paramedical workers per 1000 population; and
the high rate of hospital admissions.

5. The system of professional education for the

health services, particularly the provision for

progression from paramedical to medical edu-

cation.

6. The system of continuing education of physi-

cians.

7. The primacy given to the role of the physician

in the direction and administration of health

services, institutions, and education.

8. The assignment to the polyclinic-based uchastok

physician of the basic responsibility for pro-

viding health services.

9. The emphasis on prevention, early detection,

and aggressive follow-up of certain diseases.

10.

The work of the midwife, the feldscher, and
the emergency services.

UNDESIRABLE FEATURES

The following features of the Soviet are no less

conspicuous, but appeared to be undesirable:

1. The absence of choice, of freedom to change,

and of provisions to make innovations in the

system.

(Continued on next page)
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2. The inferior quality of buildings, equipment,

maintenance, and sanitation.

3. The drab and depressing environment in which

health services are rendered.

4. Inefficiency in the utilization of hospital beds

— the long hospital stays and use of the hos-

pital bed when outpatient care would be ade-

quate.

5. The fractionation of medical institutions into

specialties, so that the family must use several

institutions for care — one for babies, another

for adults, another for maternity care, and

several others.

6. The separation of out patient departments from

hospitals, with attendant separation of staffs.

7. The limited development of psychiatric serv-

ices in the polyclinics and hospitals.

8. The relative lack of development of medical

science in hospitals and in medical practice,

evidenced by the limited use of clinical labo-

ratory procedures.

9. The overemphasis on physical medicine and

special forms of hydrotherapy.

10.

The assignment to physicians of routine cle-

Pli.D., WHITHER

There is much ferment in academic circles re-

garding the Ph. D. degree. Some of the questions

asked have to do with the role of the Ph. D. in

teaching and research, whether a series of new

lesser degrees is desirable, whether the time re-

quired to obtain a Ph. D. is too long, the place of

Ph. D. holders in medical education, and whether

or not more medical teachers should hold both a

Ph. D. and an M. D. degree.

A full page review cf some aspects of the subject

titled “Why There’s Clamor Over the Ph. D.” ap-

peared in the National Observer of April 10, 1967.

It was subtitled the “Thesis Thicket.” This study

explored the suggestion that lesser degrees be of-

fered for those who have done all the work for a

Ph. D. except completion of the thesis. The author

notes that there is serious objection to this ap-

proach to expanding the teaching corps. He believes

that the objections are not based simply on “Snob-

bery on the part of Ph. D. holders.” It is his opin-

ion that “power resides particularly in the hands of

department heads, the source of much resistance to

doctoral-degree tinkering.” That these leaders em-

phasize the traditional research orientation of Ph.

D. he believes is not surprising. This is, in fact, the

essence of the publish or perish controversy. The
outpouring of theses is likely to continue, even

though many of them will be, as he describes them,

just “phone books.”

In the New York Times of April 16, 1967, the
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rical duties that could be performed by other

personnel.

As one reads the nine chapters that follow he

receives a clearer impression of the organization of

medical care and of its good and bad points on

the basis of the somewhat limited experience of the

delegation. Many of the excellent features should

be carefully considered in the planning of our med-

ical future. Many, of course, depend on the control

of individuals in a civilization in which their free-

dom of action is minimal and would not be applica-

ble to our free society. However, the information

furnished by this study and hopefully, further ob-

servation in the future, will, we believe help in guid-

ing us to a solution of our problems, in organizing

and rendering of health care by free men to all

members of a free society.

REFERENCE
Hospital Services in the U.S.S.R. Report of the U.S.

Delegation on Hospital Systems Planning. June 26-

July 16, 1965. Published by U.S. Department of Health,

Education, and Welfare, Public Health Service, Divi-

sion of Hospital and Medical Facilities, Washington,
D.C., in Public Health Service Publication, No. 930-

F-10, November, 1966.

GOEST THOU?

distinguished education editor Fred M. Hechinger

devotes several columns to “Reappraising the Ph.

of the Ph. D.” This story, while it leads to no

definitive conclusions, again highlights the ques-

tioning mood which is currently prevalent. Hechin-

ger maintains that “there is little question that

Ph. D’s represent the cutting edge of American

manpower and intellect. They not only stock col-

lege and university faculties, but are grabbed by

industry and government.” Yet, he feels that “part

of the disease appears to stem from the desire to

set up hurdles on a race course that is too often

isolated from contemporary realities and from sub-

stantive scholarship.” He recalls the doubts of Wil-

liam Arrowsmith, classics scholar of the University

of Texas, who has spoken out against “dreary doc-

toral dissertations” with extensive statistical anal-

yses that explore ‘‘the obvious and the irrelevant.”

Finally, in a running controversy in the letters

columns of our local newspaper, the place of the

Ph. D. in medical education has been explored, not

always with objectivity on either side. In a bitter

mood one academician writes: “Traditional (med-

ical) schools still turn out students who have little

understanding of what constitutes research but who
believe that their own unimaginative investigations

constitute a research which does not have to con-

form to the standards and control of other kinds

of research.”

Published elsewhere in this issue (P. 485) is a

paper expressing one man’s opinion of the Ph. D.
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ADDICTION

In a previous issue of this Journal, the new

Methadon treatment of heroin and other drug ad-

diction was discussed. The method of substituting

one drug for another has been tried and apparently

proved successful. While there is a drug problem

in Rhode Island, as in any urban area, it is not

large by comparison. The C-squad, the vice squad

of the Providence Police, after 8 weeks of investi-

gation was recently able to arrest just six persons

involved in drug peddling.

With encouraging progress in the handling of

drug addiction, it is easy to lose sight of a much

more devastating addiction in our midst.

The number of persons involved as subjects and

in operating the dispensing outlets is far greater.

The product is far more lethal, yet fully licensed

and lawfully produced in our state. Could not

something be done at least to decrease the number

of licensed liquor establishments?

Five to six million people in the United States,

30 to 40 thousand in Rhode Island, are habituated

by these depressant beverages which not only de-

stroy the addict himself, but affect the whole fam-

ily, socially and economically as well as physically

and spiritually.

At least one-half of our fatal traffic accidents

are the result of the use of alcohol. The largest

number of arrests in the United States each year

is due to drunkenness and its sequelae. Would it

not be wise to focus more attention on this major

health problem in our state and nation?

IMAGE OF MEDICINE

Image, the quality separating the good guys from

the bad guys, seems now to dominate the thinking

of those who would influence the public and engi-

neer consent. To project a favorable image has

become the major duty of television, the admen,

and the corps of public relations specialists. The

politician with a poor image is soon defunct. By ex-

tension the medical profession, similarly handi-

capped, is destined for some fateful revision by the

same agencies.

The question raised here is whether this quality

of image should properly concern us. Do we seek

the Favorable image of instant confidence? Or is

confidence built on experience? Do we seek the

adman’s blandishments, the hard sell, and the half-

told truth? Or is the idea of image a mask to con-

ceal reality from ourselves and from others?

We should indeed put our best foot forward, but

also stand on both of them. Image has about it

the odor of the hucksters and a taint of opprobrium

unbecoming to an honorable profession. Image is

not good enough; it is not even appropriate to the

healing art.

WORTH A TRIAL IN NARRAGANSETT BAY?

We are indebted to The New York Times of

May 21, 1967 for calling attention to a report in

the current issue of Life Sciences, a technical jour-

nal, of a type of marine sponge that literally soaks

up and kills harmful coliform bacteria from pol-

luted sea water.

Three scientists from the Republic Aviation Di-

vision of Fairchild Hiller Corp. of Farmingdale,

Long Island, have described the redbeard sponge,

a marine animal that lives along the East Coast

from Cape Cod to Cape Hatteras. This sponge has

a voracious appetite for Escherichia coli, a prime

index of water pollution. Peter Madri, a microbi-

ologist, and his co-workers Dr. George Claus and
Steven Kunen of the same laboratory have demon-
strated that “the capacity of the sponge to remove
and eventually kill Escherichia coli is over 30 times

greater” than sea water alone.

The investigators believe that if these sponges

could be cultured in sufficient numbers bacterial

pollution in bays and estuaries would be “signifi-

cantly reduced.” Redbeard sponges collected in

waters off Long Island were placed in large tanks

into which pollutants were dumped. After 6 days

only 5,000 bacteria per cubic centimeter were found

in the experimental tanks, while in control tanks

the count was about 1,000,000. A sample of sponge

contained about 750,000 organisms, compared with

less than 100 when first placed in the tank.

Madri believes that “If sponges could be planted

near the shellfish beds they would probably keep

the water in and around the beds clean.” He is of

the opinion that typhoid, salmonella, and shigella

organisms would be devoured and killed with equal

effectiveness. He added that “no Federal, state, or

local government agency had shown any interest”

in the idea of sponge seeding.

We suggest that the Rhode Island Department

of Natural Resources and the University of Rhode
Island take notice.
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INTERSTATE 95 AND HITCHHIKERS

We are pleased to note that an earlier suggestion

of ours regarding traffic on Interstate Route 95

through Metropolitan Providence has recently been

put into effect, namely the exclusion of trucks and

buses from the center lanes. The resulting improve-

ment in safety and comfort of driving in this area

is already noticeable.

Our second suggestion made at that time has not

yet been implemented, namely the exclusion of

hitchhikers from this high-speed highway. While

signs prohibiting all but emergency stops are clear

and frequent, hitchhikers are even more in evidence

and notably in the most dangerous area of all —
downtown Providence. The stupidity of the hitch-

hikers themselves is colossal, but that of the drivers

who stop to pick them up is beyond belief. While

the risk to those on foot is great, the hazards to

the fast moving vehicles following along in rapid

succession are even greater. That this vicious prac-

tice has not yet resulted in a pile-up is miraculous.

We urge the traffic authorities to set up and

enforce effective regulations against hitchhiking on

the freeways of this State. It has been done else-

where; it can be done in Rhode Island.

MR. MANCINI AND SERENDIPITY

Sometimes we learn of a happening in Rhode

Island by reading The New York Times. In the

issue of May 14, 1967 a Rhode Island traffic of-

ficial is quoted to the effect that no fatalities have

occurred in automobile collisions with the alumi-

num highway structures now widely used in this

State.

According to State Traffic Engineer Philip S.

Mancini, “An average of about 25 light poles and

5 sign supports are struck by motorists each year,

and in no case has a collision resulted in death.”

Aluminum has been used for both light poles and

sign support structures since the Rhode Island

Traffic Engineering Department was established in

1954.

DID YOU KNOW?
• The cost of arthritis to those with this afflic-

tion, and to the country as a whole, amounts to

about $3.6 billion annually.

• Medical costs to people with arthritis, includ-

ing drugs, physical therapy, physician services,

home care, and private insurance benefits total

about $1 billion.

• And despite physicians’ and government warn-

ings against quack practitioners and techniques

promising relief and cure, Americans still spend a

quarter of a billion dollars on such ineffectual

items as hyperimmune milk, copper bracelets, vi-

brators and similar “cures” that have no scientific

basis.

Health Insurance Institute

According to Mancini, his Department first used

the light metal because of low upkeep. “Rhode

Island,” he said, “has probably been foremost in

recognizing the importance of impact shear-offs as

a safety measure and many other states have fol-

lowed our lead.” Connecticut recently converted to

sole use of aluminum for light poles.

Gradually a very important fact emerged. “Al-

though cars were accidentally running into poles

and supports,” he noted that “there was not a

single case in which the driver or his passengers

were killed.” He recognized a tremendous safety

factor in the collision behavior of aluminum. “The
fact became crystal clear,” he pointed out, “When
we had a car shear off two sign support poles with-

out driver injury.”

This example of intelligent and useful observa-

tion deserves our appreciation. Perhaps the local

press will let the home folks know.

ONE SENTENCE ESSAY
Heads of departments and their immediate jun-

iors move restlessly and continuously between city

and city, state and state, and coast and coast, lec-

turing, holding seminars, taking part in symposi-

ums, conferences, and congresses, visiting laborato-

ries and clinics — and in general neglecting the

work they were appointed to carry out.

. . . Extracted from a letter titled The
Wandervogel Syndrome. Lancet 2:1411,1966
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“When I couldn't even smell corned beef and cabbage,

I decided it was time for you, Doc."

Maybe he doesn't know when he's well off. But you

might want to prescribe long-acting Novahistine LP

anyway.

Two tablets in the morning and two in the evening will

usually provide day and night relief by helping to clear

congested air passages for normal, free breathing.

Novahistine LP is formulated to provide continuous

therapeutic effect for 8 to 12 hours. The decongestant

ingredients help restore normal mucus secretion and

ciliary activity— physiologic defenses against infection of

the respiratory tract.

Use cautiously in individuals with severe hypertension,

diabetes mellitus, hyperthyroidism or urinary retention.

Caution ambulatory patients that drowsiness may result.

Each Novahistine LP tablet contains: phenylephrine

hydrochloride, 25 mg., and chlorpheniramine maleate,

4 mg.

PITMAN-MOORE D ivision of The Dow Chemical Company, Indianapolis



when he just can’t sle

Tuin
One-Half Sodium Amobarbital

One-Half Sodium Secobarb
ipplied in ’AjIVj, and 3-grain Pulvi



’ nal helps wakeful patients fall asleep fast, stay

.! iep all night.

rjications: Tuinal is indicated for prompt and moder-
t|y long-acting hypnosis. It is not suitable for con-
iiious daytime sedation.

' Uraindications: Barbiturates should not be adminis-
2jd to anyone with a history of porphyria, nor should
hy be given in the presence of uncontrolled pain, be-
ase excitement may result.

Vrning: May be habit-forming.

'i:autions: Tuinal should be used cautiously in pa-
iflts with decreased liver function, since prolongation
ffffect may occur.

b'erse Reactions: Idiosyncrasy, such as excitement,
agover, or pain, may appear. Hypersensitivity reac-

tions occur in some patients, especially in those with

asthma, urticaria, or angioneurotic edema.

Overdosage: C.N.S. depression. Symptoms—Depression

of respiration and of superficial and deep reflexes, slight

constriction of the pupils (in severe poisoning, dilation),

decreased urine formation, lowered body temperature,

coma. Treatment—Symptomatic and supportive (g-astric
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Dosage: 50-200 mg.
(
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It stands to reason. They all go through the same
training; they all have to pass the same tests; they

all have to measure up to the same standards; they

all are underpaid, too. Therefore, all interns are

alike.

That's utter nonsense, of course. But it's no

more nonsensical than what some people say

about aspirin. Namely: since all aspirin is at least

supposed to come up to certain required stand-

ards, then all aspirin tablets must be alike.

Bayer's standards are far more demanding. In

fact, there are at least nine specific differences in-

volving purity, potency and speed of tablet disinte-

gration. These Bayer® standards result in significant

product benefits including gentleness to the stom-
ach, and product stability that enables Bayer tab-

lets to stay strong and gentle until they are taken.

So next time you hear someone say that all

aspirin tablets are alike, you can say, with confi-

dence, that it just isn't so.

You might also say that all interns aren't alike,
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THE PH.D. OCTOPUS
(Continued from page 487)

for deliberately creating this new class of Ameri-

can social failures, and heavy is the responsibility.

We advertise our “schools” and send out degree-

requirements, knowing well that aspirants of all

sorts will be attracted, and at the same time we

set a standard which intends to pass no man who

has not native intellectual distinction. We know

that there is no test, however absurd, by which, if

a title or decoration, a public badge or mark, were

to be won by it, some weakly suggestible or haunt-

able persons would not feel challenged, and remain

unhappy if they went without it. We dangle our

three magic letters before the eyes of these predes-

tined victims, and they swarm to us like moths to

an electric light. They come at a time when failure

can no longer be repaired easily and when the

wounds it leaves are permanent; and we say de-

liberately that mere work faithfully performed, as

they perform it, will not by itself save them, they

must in addition put in evidence the one thing

they have not got, namely this quality of intellec-

tual distinction. Occassionally, out of sheer human
pity, we ignore our high and mighty standard and

pass them. Usually, however, the standard, and

not the candidate, commands our fidelity. The re-

sult is caprice, majorities of one on the jury, and

on the whole a confession that our pretensions

about the degree cannot be lived up to consistently.

Thus, partiality in the favored cases; in the un-

favored, blood on our hands; and in both a bad

conscience, — are the results of our administration.

The more widespread becomes the popular be-

lief that our diplomas are indispensable hall-marks

to show the sterling metal of their holders, the

more widespread these corruptions will become. We
ought to look to the future carefully, for it takes

generations for a national custom, once rooted, to

be grown away from. All the European countries

are seeking to diminish the check upon individual

spontaneity which state examinations with their

tyrannous growth have brought in their train. We
have had to institute state examinations too; and
it will perhaps be fortunate if some day hereafter

our descendants, comparing machine with machine,

do not sigh with regret for old times and American
freedom, and wish that the regime of the dear old

bosses might be reinstalled, with plain human na-

ture, the glad hand and the marble heart, liking

and disliking, and man-to-man relations grown pos-

sible again. Meanwhile, whatever evolution our

state-examinations are destined to undergo, our

universities at least should never cease to regard

themselves as the jealous custodians of personal

and spiritual spontaneity. They are indeed its only

organized and recognized custodians in America
today. They ought to guard against contributing

to the increase of officialism and snobbery and in-

sincerity as against a pestilence; they ought to keep

truth and disinterested labor always in the fore-

ground, treat degrees as secondary incidents, and

in season and out of season make it plain that what

they live for is to help men’s souls, and not to

decorate their persons with diplomas.

INCREASING HOLD ON AMERICAN LIFE

There seem to be three obvious ways in which

the increasing hold of the Ph.D. Octopus upon

American life can be kept in check.

The first way lies with the universities. They

can lower their fantastic standards (which here

at Harvard we are so proud of) and give the doc-

torate as a matter of course, just as they give

the bachelor’s degree, for a due amount of time

spent in patient labor in a special department of

learning, whether the man be a brilliantly gifted

individual or not. Surely native distinction needs

no official stamp, and should disdain to ask for

one. On the other hand, faithful labor, however

commonplace, and years devoted to a subject, al-

ways deserve to be acknowledged and requited.

The second way lies with both the universities

and colleges. Let them give up their unspeakably

silly ambition to bespangle their lists of officers

with these doctorial titles. Let them look more to

substance and less to vanity and sham.

The third way lies with the individual student,

and with his personal advisers in the faculties.

Every man of native power, who might take a

higher degree, and refuses to do so, because ex-

aminations interfere with the free following out of

his more immediate intellectual aims, deserves well

of his country, and in a rightly organized com-

munity, would not be made to suffer for his inde-

pendence. With many men the passing of these

extraneous tests is a very grievous interference in-

deed. Private letters of recommendation from their

instructors, which in any event are ultimately need-

ful, ought, in these cases, completely to offset the

lack of the bread-winning degree; and instructors

ought to be ready to advise students against it upon

occasion, and to pledge themselves to back them

later personally, in the market-struggle which they

have to face.

It is indeed odd to see this love of titles — and

such titles — growing up in a country of which

the recognition of individuality and bare manhood

have so long been supposed to be the very soul. The

independence of the State, in which most of our

colleges stand, relieves us of those more odious

forms of academic politics which continental Eu-

ropean countries present. Anything like the elabo-

rate university machine of France, with its throt-

tling influences upon individuals is unknown here.

The spectacle of the “Rath” distinction in its in-

(Continued on page 500)
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HOSPITAL COSTS IIS RHODE ISLAND

Conclusions and Recommendations of the Rhode Island

Legislative Study Commission on Hospital Costs

In view of the complex of factors affecting hos-

pital costs and the charges set to meet such costs

in Rhode Island it is not surprising that the expert

testimony received by the Commission was opposed

to trying to control costs by regulating rates. It

has become quite clear to the Commission that the

problem is not simply to be solved by placing a

ceiling on hospital charges to patients unless the

State is prepared to subsidize the costs which must

be incurred in excess of collected charges in order

to provide an acceptable level of care. However,

it is equally clear to the Commission that there is

a need for:

1 )
On-going Legislative review of the organ-

ization and financing of personal health services in

Rhode Island.

2 ) Disclosure and review of hospital utilization,

costs and financial condition to an appropriate

public body. This would include periodic review

of such hospital analyses as are provided through

P.A.S. and H.A.S. or similar information providing

systems.

3) A continuing review of hospital costs and
what is being done to maintain efficiency and econ-

omy.

4) Sound long-range State-wide planning for

new health facilities involving a joint governmental-

community effort with mandatory controls exer-

cised over building and the development of new
expensive services. As a part of such planning the

elimination of unnecessary facilities and duplicat-

ing services now in existence must be sought in a

sound and orderly way.

5) Inclusion of health facilities planning as

one component of the overall planning now coming

into effect as the result of new Federal legislation.

6) The planning for and development of alter-

natives where feasible to costly and/or unneces-

sary in-hospital care such as ambulatory care

through hospitals or group practice prepayment

plans, pre-admission testing, seven-day hospital

work week, self-care, extended and nursing-home

care, and home care.

7) The funding of depreciation or allowance in

lieu of depreciation.

8) Improvement of Blue Cross coverage for the

subscribers who hold policies which pay less than

full coverage for semi-private care.

9) A closer working together of the major par-

ties involved in providing hospital care — hospitals,

Blue Cross, Government.

10) Readiness to act on appropriate recomenda-

tions of the President’s Health Manpower Com-
mission which are soon to be released.

11) Joint study by government and the appro-

priate community facilities and agencies to develop

policy for implementation of community assump-

tion of what can be properly called community

costs, but which are now borne by patients.

12) Review of reimbursement formulas locally

by Blue Cross and State government in concert

with the hospitals to develop management incen-

tives for reducing costs or minimizing their increase.

13 Comparison of standards of care in Rhode
Island with those now required in other urban areas,

notably in New York State, to assure sick patients

and their families that all reasonable precautions

have been taken to protect them against substan-

dard care.

The Commission is of the opinion widely held by

professional experts and followed in other states

that governmental health functions belong primarily

in the Health Department. Thus much of what is

viewed as necessary in the above listing should

be carried out by or in an inter-related way with

the State Health Department.

In considering the above listed points the Com-
mission has come to the view that the issue at this

time is not one of arbitrary regulation of hospital

rates. Rather, certain first steps should be taken

toward community action which will result in an

on-going permanent machinery to deal with the

myriad of problems — both current and future —
in bringing the best in health care to Rhode Island

residents at the least possible cost. The Commis-
sion offers the following recommendations for ac-

tion now, in the next several months and years,

and in this and the next Legislative sessions. The
recommendations which follow are few in number
but are believed to be fundamental first steps:

Recommendation One — A Rhode Island Health

Services Council or Commission should be estab-

lished by law to bring together the community and

the goveernment in a joint effort to fuse the basic

responsibility with the resources of the voluntary

sector. This citizen council appropriately appointed

as determined by the law should represent the pub-

(Continued on page 500)
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HOSPITAL COSTS IN RHODE ISLAND
(Concluded from page 498)

lie, consumer groups, professions, Blue Cross, health

facilities and government. An appropriate precedent

for such a Council exists in New York State. The
Council would carry out certain routine functions

on behalf of the government and could also assume

special responsibilities on its own initiative or by

request. Its financing should be such as to avoid

domination by any group and should include State

aid. The functions of the Council should be con-

stituted as an extension of the responsibilities of

the State Health Department which should be ex-

panded.

As a first step the Department should be author-

ized to obtain or require and receive all necessary

and appropriate information and reports necessary

to health facilities planning and related matters,

utilization, costs, financial condition and standards

in and of hospitals. The Council should pass on

all proposals for establishment, expansion or sub-

stantial modification of hospitals which should be

made uniformly subject to approval of the Director

of Health after receiving the advice of the Council.

The Council should also review utilization, cost

trends, principles of reimbursement, cost compari-

sons, standards, cost control efforts or proposals,

NEW . . .

!
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to benefits now provided. Benefits payable at option
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Rhode Island Physicians need not go out of Rhode
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value superior to this one.

For jurther information, send us your name, address,

and date of birth.

R. A. DEROSIER AGENCY
54 Custom House Street

Providence, R. I. TEmple 1-4833

and should work with the Department of Health

in planning for alternatives to in-hospital care and

also be prepared to carry out other related duties on

behalf of the Director. The Council should peri-

odically report to the public and the Legislature

through the Director. To avoid further fragmenta-

tion the Commission recommends that the new
Council be formed by incorporating the functions

and some members of the present Hospital Advisory

Council and by inviting some members of the newly

formed voluntary Health Facilities Planning Coun-
cil, or by some other appropriate mechanism. Pro-

posed legislation will be submitted to implement

this Recommendation.

Recommendation Two — The State within its

administrative powers should require that any

funds included in State payments for hospital care

as depreciation or an allowance in lieu of deprecia-

tion should be funded and used only for capital

purposes subject to approval by the type of plan-

ning mechanism set forth in Recommendation One.

Recommendation Three — As a first step pre-

paratory to dealing with the problem of a com-

munity costs incurred by hospitals but charged to

patients, and while waiting for the report of the

President’s Commission on Health Manpower, the

Department of Health and the Department of Ed-

ucation should study together with the hospitals the

costs of nurse education and the basis on which

some or all of such costs can be assumed by the

community.

Recommendation Four — This Commission

should continue its work until such time as the

foregoing recommendations are satisfactorily im-

plemented to the extent legislative action is re-

quired

THE PH.D. OCTOPUS
(Continued from page 497)

numerable spheres and grades, with which all Ger-

many is crawling today, is displeasing to American

eyes; and displeasing also in some respects is the

institution of knighthood in England, which, aping

as it does an aristocratic title, enables one’s wife

as well as one’s self so easily to dazzle the servants

at the house of one’s friends. But are we Ameri-

cans ourselves destined after all to hunger after

similar vanities on an infinitely more contemptible

scale? And is individuality with us also going to

count for nothing unless stamped and licensed and

authenticated by some title-giving machine? Let

us pray that our ancient national genius may long

preserve vitality enough to guard us from a future

so unmanly and so unbeautiful!
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COLLEGE OF PHYSICIANS TO MEET IN

PROVIDENCE
The Regional Meeting of the American College

of Physicians has been set for Providence, on Fri-

day, September 8, and Saturday, September 9. The

region comprises the New England States and

Eastern Canada.

* * *

PHYSICIANS SERVICE OFFICERS ELECTED BY

BOARD
Rhode Island Physicians Service officers for

1967-68, elected by the Board of Directors, are

Dr. Arnold Porter, President, Dr. Earl J. Mara,

Vice President, Judge Florence K. Murray, Secre-

tary, and George W. Chaplin, Treasurer.

Doctor Porter has been President of Physicians

Service since 1965. He is surgeon in charge of

First Surgical Service at Rhode Island Hospital and

also surgeon in charge of the Hospital’s Division of

Pediatric Surgery. He is affiliated with several

other hospitals in the State.

Doctor Mara, one of the original founders of the

local Plan, is also Chairman of the Physicians Serv-

ice Claims Committee. He practices in Pawtucket.

Judge Murray, a representative of the public on

the Physicians Service Board, is Associate Justice

of the Rhode Island Superior Court and lives in

Newport.

George W. Chaplin, the newly elected Treasurer,

previously served as Secretary of the Plan. He is a

Vice President of the Industrial National Bank and

also represents the public.

* * *

"DRUGS FOR THE SEA" SYMPOSIUM SET FOR
KINGSTON, AUG. 27, 28, 29

Some 200 scientists will attempt to lay the foun-

dation this summer for a more organized attempt

to harvest a new generation of drugs from the

oceans.

The first symposium of its type will be held at

the University of Rhode Island’s College of Phar-

macy in Kingston on August 27, 28, and 29, it was

reported today by Dr. Heber W. Youngken, Jr.,

dean of the college and an expert on the medicinal

properties of plants.

The “Drugs from the Sea” symposium will be

sponsored by the Marine Technological Society, the

Bio-Instrumentation Advisory Council of the Amer-

ican Institute of Biological Sciences, and the URI
College of Pharmacy.

“Although some work has been done on obtain-

ing drugs from the sea, it has been fragmentary

and unorganized. Now with personnel trained in

oceanography, more sophisticated underwater in-

struments, and the vessels to do the research, it is

timely that we organize our efforts to investigate

the various plants and animal life in the oceans as

potential new sources of drugs,” Dean Youngken

said,

“Problems exist,” the dean added, “in the pro-

curement of large enough quantities of animal and

plant life to be able to extract the chemical con-

stituents. Land forms indicate that the quantities

of therapeutically active organic chemicals obtained

will be small, and large quantities will be necessary

for preliminary screening.”

The August 28 session will be devoted to presen-

tation of papers on the “Botanical and Zoological

Sources of Drugs from the Sea” and “The General

Methods for Chemical and Pharmacological Evalu-

ation.”

Dean Youngken will open the program with a

statement of the problems, Dr. Ara DerMerdero-

sian, assistant professor of pharmacognosy at the

Philadelphia College of Pharmacy, will undertake

a “Review of Certain Marine Plant Life for Drug
Investigational Purposes.” Dr. John M. Sieburth,

URI professor of oceanography, will discuss his

research on the antibiotic properties of marine or-

ganisms. “Problems in the Biological and Pharma-

cological Evaluation of Marine Organisms,” will be

outlined by Dr. John J. DeFeo, URI professor of

pharmacology.

Tuesday’s featured speaker will be Dr. Bruce

Halstead, director of the Internal Biotoxicological

Center of the World Life Research Institute,Colton,

California.
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Other speakers will include Dr. Sidney Upham,

vice president and director of research at Marine

Colloids, Inc., of Rockland, Maine; Dr. David

Schwimmer of the Western Regional Research La-

boratories of the U.S. Department of Agriculture

in Albany, California, and Dr. Paul R. Burkholder,

of the Lamont Geological Observatory, Columbia

University, New York.

Dr. Hugo Freudenthal, professor of marine sci-

ence at C. W. Post College, Long Island University,

is the general conference organizer.

* * *

NINE R.l. STUDENTS UNDER REGIONAL
PROGRAM

Under a plan designed to help alleviate the re-

gion’s shortage of doctors, Maine, Massachusetts,

New Hampshire, and Rhode Island have contracted

through NEBHE to reserve a specified number of

places for qualified students at the University of

Vermont College of Medicine. At current rates,

each student pays a yearly tuition of $550 instead

of the usual $1,500 out-of-state fee, and each state

pays $2,500 per student per year to help meet the

high cost of medical education. In the Fall of 1966

110 students from the four participating states

were enrolled at the U. Vt. College of Medicine.

Seventeen of the students came from Massachu-

setts, 17 from Maine, 14 from New Hampshire, and

9 from Rhode Island.

* * =i=

COULD IT HAPPEN HERE - IN THE JEWELRY
CAPITAL OF THE WORLD?

An appeal is made to Senator Everett M. Dirk-

sen, Illinois, to save the Zuni Indians from an eco-

nomic ambush by Paleface Bureaucrats by C. Wil-

son Harder, president of the National Federation

of Independent Business.

The reason for the appeal involves the War on

Poverty grant of $208,741 to teach the Zuni In-

dians how to make jewelry, a craft they have ex-

celled in for centuries.

Tlowever, new information now discloses that the

plan is to set up a cooperative store to sell the

products of the Zuni craftsmen, with the marketing

expert from the Office of Economic Opportunity

estimating that in three years time this will result

in sales by t'he Indians of $150,000 per year.

This, though, contrasts with the information that

some 15 private stores in the area are already buy-

ing over $2,000,000 worth of the jewelry a year.

Saying that perhaps the OEO should be renamed

the Office of Economic Outrage, the letter asks

how can the 5,300 Zuni Indians possibly be better

off with an eventual estimated sales of $150,000 in

view of their present $2,000,000 sales volume

through privately owned outlets.

The letter also points out that the OEO is ar-

ranging for the jewelry, traditionally handcrafted,

to be machine made. In this case the question arises

as to just how soon there will be a flood of Zuni

jewelry stamped “Made in Japan.”

A plea is also made to reverse history and order

out the cavalry to save the Indians from the Pale-

face Bureaucrats.
* * *

THERE IS NO PLACE LIKE HOME - FOR HAVING
AN ACCIDENT

That’s the place, according to the Health Insur-

ance Institute, where most of them occur.

The Institute, reporting on U.S. National Health

Survey data, said the average number of Americans

injured in the home annually is over 22.5 million,

more than 40 per cent of all injuries.

According to data collected over a three-year pe-

riod, nearly 52 million Americans are hurt each

year, including 3 million in moving motor vehicles

and 9 million at work.

An additional 17 million are injured in recrea-

tional and other types of accidents.

This year, predicts the U.S. Public Health Serv-

ice, more than 50 million Americans will be hurt

—

nearly half of them requiring medical attention.

The National Safety Council has estimated the

cost to the nation at $18 billion.

Many of the injuries each year are severe. Public

(Continued on next page)
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Health Service figures show that one out of five

persons injured will be confined to bed.

Bed Cases

In home accidents, out of each six persons in-

jured, one recovers in bed, two are disabled badly

enough to restrict activity —- although not neces-

sarily in bed —- and three are not restricted at all.

The most expensive part of the nation’s accident

bill — $5.3 billion in 1965, says the NSC —
comes from temporary wage losses, loss of future

earnings through death or permanent injury, and

lower wages after returning from a permanent im-

pairment.

Another big additional accidental expense

about $2 billion — goes for medical and hospital

fees.

* * *

HOSPITAL EXPENSE PER PATIENT DAY REACHES
NEW HIGH

A sizable increase in payrolls pushed community

hospital average expense per patient day to a high

of $53.63 in February, according to survey figures

released in Hospital Indicators by the American

Hospital Association.

A year earlier hospital expense per patient day
totaled $47.13, with $28.57 of the total being pay-

roll. In February 1967, payroll expense totaled $33

per patient day, a 15 per cent increase in twelve

months.

Hospital Indicators, published monthly in HOS-
PITALS, the Association’s journal, is based on

data from a scientific sample of 628 short-term

community hospitals selected from a universe of

5,684 hospitals registered by the AHA. This uni-

verse represents 79.6 of all registered hospitals and
91.9 per cent of all admissions.

Earlier this year the AHA presented testimony

before the House Ways and Means Committee
which included a projection that hospital expense

per patient day would increase to $57.93 by Sep-

tember 30, 1967, and on the same date hospital

payroll expense would total $36.90 per day patient

day.

Full-time hospital personnel, according to Hospi-

tal Indicators, increased by 98,000 in the twelve-

month period, for a current total of 1,349,664.

Part-time personnel increased from 299,018 in Feb-
ruary 1966 to the present total of 348,996.

* * *

COLUMBIA LAUNCHES UNUSUAL MEDICAL
EDUCATION PROGRAM

A student who was preparing for the ministry,

a young woman who had been an assistant movie
director, a Woodrow Wilson Fellow in History, a
man who had studied for a career in international

law, an English major who worked in personnel

administration, and a sociology student are all on

Take five...

Labstix® provides 5 important urinary find-

ings*— on a single reagent strip! That’s more
information than you can get from any other

single reagent strip. You know the results in

just 30 seconds— while the patient is still in

your office— and readings are reliable and re-

producible. Labstix is easy to handle, too.

Never goes limp, even when wet, because it’s

made with clear, firm plastic. And results with

Labstix are easy to read— color contrast be-

tween the test areas and the transparent plas-

tic is clearly defined. An unexpected “positive”

from testing with Labstix may help in de-

tecting hidden pathology before marked
symptoms are manifest.

*Blood; ketones; glucose; protein, and pH.
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...Plus one
You can extend your testing scope by includ-

ing Ictotest® Reagent Tablets, the 30-sec-

ond determination for bilirubinuria— which

can be an early sign of obstruction of the

common bile duct, infectious hepatitis, or

other liver disease. This test is also useful for

detecting liver damage from carbon tetra-

chloride and other halogenated hydrocarbons

used as industrial and household solvents.

Positive findings with the urine-testing team
of Labstix and Ictotest can represent signif-

icant guides to patient management in many
clinical situations. “Negatives” may help rule

out suspected abnormalities over a broad

clinical range and are important

for the patient’s record.

AMES COMPANY
Division Miles Laboratories, Inc.
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their way to becoming doctors through an unusual

program at Columbia University.

The program, first of its kind in the nation, is

helping to relieve the shortage of doctors in the

United States. It provides scholarship funds to

persons who have completed their undergraduate

training and may have embarked on various ca-

reers but who then decide to enter the medical

profession. It has been endowed initially by a

grant from the Esso Education Foundation.

“These students who decide to enter medical

school after they leave college have unusual fi-

nancial needs,” said Alan D. Entine, assistant dean

and chief pre-medical adviser at the University’s

School of General Studies. “They are not matricu-

lated students while enrolled in the General Studies

pre-medical program and as a result are not eligi-

ble for any federal, state, or university scholarship

aid. They are older than the typical undergraduate

and often their family responsibilities are great.”

At this time no scholarship aid exists for these stu-

dents anywhere else in the country.
* * *

SOCIETY AND URI SPONSORED SPORTS
CONFERENCE NATION'S BEST

The physician who will accompany the crew of

the Dame Patti, the Australian challenger for the

America’s Cup in races off Newport in September,

is looking forward to talking shop with 200 or so

team physicians, trainers and coaches who will be

in Kingston, Rhode Island for two days in August.

The get-together will take place during the Sixth

Post-Graduate Conference on Medical Aspects of

Sports at Keaney Gymnasium, University of Rhode
Island, August 17 and 18. It is sponsored by the

University of Rhode Island and the Rhode Island

Medical Society.

Recently a request for a registration application

was received from Dr. A. H. Toyne of Australia by
Dr. A. A. Savastano, co-chairman of the conference

with Maurice Zarchen, director of athletics at URI.
A Fellow of the Royal College of Surgeons, Dr.

Toyne wrote that he would be in this country dur-

ing August and September and wished to contact

others involved in sports medicine.

“In this case, Dr. Toyne perhaps heard of our

program through the American Medical Associa-

tion,” Dr. Savastano said. “But word about the

conference has been getting around. In previous

years we have had people coming here from Vene-

zuela, Mexico, Canada, Alaska, Hawaii and nearly

all other parts of this country.

“This is the best program of its kind in the coun-

try and it is the best attended one. It has proved

to be interesting and has been maintained at a high

level,” Dr. Savastano added.

A highlight of the conference will be the return

(Continued on third cover)
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SCANNING THE MEDICAL LITERATURE

TYMPANOPLASTY: PEDICLE CANAL SKIN
GRAFT WITH ANNULUS TRANSPOSITION.
Mendell Robinson. Laryngoscope 76:1572, 1966.

The tympanoplastic method outlined and illus-

trated in this report was designed primarily to fa-

cilitate and standardize a procedure which has

many variables and complexities associated with

reconstruction of the tympanic membrane and mid-

dle ear. By consistently using the posterior canal

wall skin as a pedicle flap the blood supply to the

flap is retained; also the use of a vein or tissue

graft under the anterior edge of the perforation,

acts as a scaffold to support the pedicle graft and

the latter can then be approximated to the edge of

the anterior remnant of the tympanic membrane

of the anterior annulus, creating a closure by pri-

mary intention. The overall success rate by this

grafting method has resulted in 92.6 per cent of

the patients having obtained durable healthy move-

able intact tympanic membranes.

INTRACRANIAL TERATOMAS IN FETAL
LIFE AND INFANCY

.

Hisashi Tamura, George

Kury, and Kinoko Suzuki. Obst. & Gynec.

27:134, 1966.

Intracranial teratomas are rarely found in fetal

life and infancy. It is not unusual to find the tumor

replacing the entire cranial cavity, causing a marked

enlargement of head. In this article, three cases

found in stillborn fetuses were reported. One, the

earliest reported example of this tumor, occurred

in a fetus measuring 29.5 cm. from crown to head.

Another is the second reported example of intra-

cranial teratoma in this age group which was asso-

ciated with congenital malformations of closely re-

lated portions of cranial regions, the external ears,

right eye and orbit. Review of literature revealed

32 more reported cases of intracranial teratomas

occurring in fetuses and infants up to 1-year-old.

These cases were listed in tabular form. These

cases are frequently associated with dystocia, ap-

parently due to marked enlargement of fetal head.

In 15 of 35 cases, dystocia was documented. In

contrast to the older age group, in the newborn

series, female predominated in number. Most of

the tumors appear to originate from the base of the

cranial cavity or adjacent location. The tumors are

occasionally associated with anomalies of various

parts of the body.

COLOR US. BLACK AND WHITE PHOTOG-
RAPHY. Francesco Ronchese. Cutis 3:335, 1967

Cases of scleroderma-like basal cell epithelioma,

Kaposi’s sarcoma, carcinoma in situ of the vulva,

and inflammatory carcinoma of the breast are illus-

trated by printing side by side a black and white

and a color photograph to demonstrate that in the

above mentioned cases a black and white illustra-

tion is useless.

The color reproduction must be a first class one.

Low grade color illustrations, particularly for der-

matology, are not worth the paper they are

printed on.

AFFECTIONS OF THE SPINE IN CHIL-
DREN. A. A. Savastano. Med. Times 94: 1241,

1966

SUMMARY: This article deals with practically

all the conditions which affect the spine in chil-

dren. The author indicates that very little is con-

tained in the average textbook on affections of the

spine in children. Conditions which are discussed

in the article include congenital anomalies, devel-

opmental lesions, acquired lesions. A considerable

amount of space is devoted to scoliosis with par-

ticular reference to the early diagnosis of this

commonly found condition. He concludes by stating

that practically all conditions which affect the spine

of adults also affect the spine of infant children.

The early diagnosis of conditions affecting the

spines of infants and children will in many cases

avoid the development of serious permanent cos-

metic and functional damage.

WHAT IS VALUE FOR MONEY IN MEDICAL
CARE? Osier L. Peterson, Alex M. Burgess, Jr.,

Ragnar Berfenstam, Bjorn Smedby, Robert F.

L. Logan, and R. John C. Pearson, Lancet 1:771,

April 8, 1967.

SUMMARY: England and Wales, the United

States, and Sweden are all healthy, affluent, indus-

trial countries; but the development of their health

services has led to striking differences in the pro-

vision of medical care and the use made of it. A
review of published data on health, expenditure,

staffing, and use of services by the patient high-

lights some of these differences and indicates that

in certain instances there are insufficient facts

available for decisions on the best use of necessa-

rily inadequate resources to be made. Mortality in

the three countries is essentially similar. In the

United States expenditure on the health services as

a percentage of the gross national product is rising,

(Continued on page 508)
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supervision of herds and employees. Frequent
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automatically by electric machine. Milk is bot-

tled without exposure to air or human touch.
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est quality to provide complete protection for

the milk and bear approval of The American

Association of Medical Milk Commissions.

5. MORE NUTRITIOUS. Cows scientifically fed

balanced ration. Nutrition control from soil to

delivery of milk. Same diet all year.

6. LONGER-LASTING, BETTER-TASTING. Diet
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fresh flavor that lasts for weeks.

7. THE DOCTOR’S MILK. Produced, processed, bottled on farms super-
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SCANNING THE LITERATURE
(Concluded from page 506)

as it is in Sweden; but in England and Wales rela-

tive expenditure on the National Health Service

has been stable. The three countries are widely dif-

ferent in their attitudes to the concept of the per-

sonal (family) doctor, but the consequences of this

are not known. The same is true for differences in

frequency of patient-doctor contacts. Details of

personal and disease characteristics of inpatients

are available so far for England and Wales only.

In England and Wales admission-rates are lower

but lengths of stay longer than in Sweden or the

United States. Details for the input of the health

services (expenditure, numbers of beds, staff, build-

ings) are readily available: more information is re-

quired for morbidity-rates and patient-demand, and

some information on the outcome, before the true

effects of the different systems for producing med-

ical care can be understood.

* * *

EXPERIENCES WITH BOVINE BONE IN OR-
THOPEDIC SURGERY: A Preliminary Report.

A. A. Savastano and John B. Thayer, Internat.

Surg. Vol. 45:567, 1966

SUMMARY : The authors discuss the develop-

ment of calves bone as it applies to Orthopedic

Surgery. They note that lowering of the antigenicity

factors of the serum and marrow components of

bone rendered this type of heterogenous bone

reasonably safe for implants in humans. They state

that it has been well established that the strength

of calf bone is equal to that of human bone and

that the haversian canals in calf bone are seven

times larger in size and number than those found

in human bones. Over a period of approximately

13 months calf bone was grafted in 23 different

operations on 22 patients in four different hospitals

in the City of Providence. The cases in which the

grafts were done included bone cysts, bone tumors,

nasal defects, ununited fractures, fresh fractures,

scoliosis, and unstable lumbosacral joints. No in-

fections were encountered, although in three dif-

ferent cases serous drainage occurred for a lengthy

period of time. In each of these three cases the pa-

tient was a scoliotic in which massive amounts of

surgi-bone were implanted. The drainage eventu-

ally stopped in each case and a solid spinal fusion

was obtained eventually. They conclude that since

surgi-bone can be stored for long periods of time

at room temperature, is available in adequate quan-

tities, is of guaranteed sterility, and since the clin-

ical results were encouraging, they feel that fur-

ther clinical trials are indicated before accepting or

rejecting the routine use of Bovine in routine bone

grafting procedures.
* * *

HEAD AND NECK PAIN. Rudolph W. Pearson.

J. Maine Md. A. 57:264, 1966.

This paper deals primarily with the treatment

of head and neck pain. Anatomy is touched upon,

disclosing primarily the pathways and the nerves

involved in the production and transmission of

pain. The types and character are listed. The va-

rious tics are described; and the use of certain

drugs such as diphenylhydantoin and carbamaze-

pine are discussed.

Not only the facial neuralgias but the glosso-

pharyngeal, and neuralgias of other nerves, such

as the superior laryngeal, are commented upon.

Migraine and histamine cephalgia or Horton’s syn-

drome are described, and a differential diagnosis

given.

Hypopharyngeal pain from terminal ca., arthral-

gia due to arthritis or synovitis is furthermore dis-

cussed.

Invasion of sinuses and nasopharynx by malig-

nancies and benign tumors is discussed. The treat-

ment is discussed only from the point of view of

relief of pain involved in the disease.

The role of steroids used locally for arthralgias,

whether it be in the temporomandibular joint or in

the cricoarytenoid joint, is described.

The effective use of cryotherapy in the treatment

of pain due to metastatic disease in the head and

neck is described. A new drug being used in the

neuralgias which has been in use in Europe for 5

years is described.
* * *

AVOIDABLE MORTALITY. SOME PRACTI-
CAL AIMS FOR REGIONAL MEDICAL
PROGRAMS. Alex M. Burgess, Jr., Theodore

Colton, Sc.D., and Osier L. Peterson. Arch.

Environ. Health 13:794, 1966

ABSTRACT: The new legislation aimed towards

reduction of population mortality, notably the

Heart disease, cancer, and stroke amendments,

raises many problems. Despite impressive numbers

in the case of these three diseases, death rates give

only indirect evidence of where needs for medical

care lies, and disabling but non-fatal disease may
be all but overlooked. Cancer, heart disease, and

especially stroke cause deaths predominantly in

older people, and it is emphasized that the age at

which life is saved is relevant to the social benefit

derived. The total deaths are as impressive in the

important killers of the young, infant mortality

and accidents, but they have the potential for sav-

ing many more useful years of life per individual

which should not be overlooked. In the case of

infant mortality it appears that rates could be sig-

nificantly lowered if the level of medical care of

which we are capable could be extended to some

of our disadvantaged groups.
* * *
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PROG.XOSIS OF ASTHMA IN CHILDHOOD.
William P. Buffum and Guy A. Settipane, Amer.

J. Dis. Child. 112:214, 1966.

A follow-up of 518 asthma patients 10 years

after the first visit shows that 41 per cent are

asymptomatic, that 52.4 per cent have slight or

occasional asthmatic symptoms and that 5.6 per

cent still have enough asthma to be handicapped.

The presence or history of eczema, the onset of

asthma before the age of 2, and a positive scratch

test to egg appear to effect the prognosis of asthma

in an adverse manner.

Of these patients 136 were followed 20 years after

the first visit. The same tendencies continued, al-

though the smaller numbers made the study less

significant.

These figures indicate that certain children in-

herit a great capacity to be sensitized, and this

capacity is sometimes manifested by onset of asth-

ma before the age of 2, eczema, and a positive egg

test, all of which make the prognosis less favorable.

Our intractable or continuing cases of asthma are

usually in the easily sensitized group. These are

the ones that by inheritance have a great capacity

to be sensitized.

DID YOU KNOW?
• Over 1,000 insurance companies provide health

insurance in the United States.

• These companies paid out benefits of $5.6 bil-

lion in 1966, a 7.7 per cent increase over the nearly

$5.2 billion provided the previous year — and a

record high.

• Hospital expense plans accounted for the larg-

est single portion of the companies’ total benefit

picture, nearly $2.3 billion. This is 5.4 per cent

more than in 1965.

• In 1966, over $1.2 billion in benefits were dis-

tributed under major medical programs, $135 mil-

lion more than in 1965.

• Basic coverages to help pay for surgical and
non-surgical care by physicians were responsible for

$898 million in benefits.

• Disability income insurance programs account-

ed for over $1.1 billion in paid out benefits.

• In 1956, total benefits paid out by insurance

companies was slightly over $2 billion. By 1960,

Benefits passed $3 billion. The $4 billion mark was
established in 1963, the $5 billion in 1965.

• Health insurance benefits paid in 1966 by all

private insuring organizations (including Blue
Cross, Blue Shield, and other formal plans as well

as insurance companies) have been estimated at

$10.6 billion.

Health Insurance Institute

Curran & Burton
DIVISION OF TEXACO INC.

1120 Eddy Street

Providence, Rhode Island

HOpkins 7-8050

INDUSTRIAL AND WHOLESALE
FUEL OILS

THROUGH THE MICROSCOPE
(Concluded from page 505)

of Dr. Albert Salisbury Hyman, New York cardiol-

ogist and past president of the American College of

Sports Medicine, who spoke at the 1966 meeting.

His topic this year will be on "The Estimation of

Cardiovascular Fitness.’’

Kenneth Rawlinson, head trainer at Oklahoma
University, will discuss “Pre-Season and Post-

Season Exercises in College Football’’ during the

morning session on Thursday, August 17.

Also on the Thursday morning program will be

Dr. Donald L. Cooper, director of the hospital and

clinic at Oklahoma State University. His subject

will be “Medical Aspect of Making Weight in Ath-

letes.’’ "Knee Injuries, Diagnosis and Treatment,”

will be the topic of the talk by Fred Alman Jr.,

orthopedic surgeon of Atlanta, Ga., and member of

the President’s Council on Physical Fitness.

On Thursday afternoon, Dr. Savastano will talk

on “Common Problems of the Foot in Athletes.”

Rated as one of the best “bone men” in the country,

he is orthopedic surgeon for the URI department

of athletics and American team physician, Pan-

American Games, 1967.

Following Dr. Hyman's talk on Friday morning

there will be a discussion of “The Athlete with a

‘Nerve Pinch’ ” by Dr. James S. Feurig, director

of the health center at Michigan State University.

"Conditioning in College and Professional Hock-

ey” by Zellio Toppazzini, head hockey coach at

Providence College and former Rhode Island Reds

player, will precede a talk by Bill van Bredakolff,

former head basketball coach at Princeton Univer-

sity and one-time Xew York Knickerbocker play-

er. Now coach of the Los Angeles Lakers, his sub-

ject will be “Conditioning in College and Profes-

sional Basketball.”

Bringing the Friday afternoon session to a close

will be taping and wrapping demonstrations and
instructions by a panel of experts.



WHEN ANXIETY
ISA SIGNIFICANT
COMPONENTOFTHE
CLINICAL PROFILE

(chlordiazepoxideHCI)
Also available as
LIBRITABS™ (chlordiazepoxide)

5-mg, 10-mg, 25-mg tablets

Before prescribing, please consult complete product information, a summary of which
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follows:
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operating machinery, driving). Though physical and psychological dependence have rarely been reported on
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dosage; withdrawal symptoms (including convulsions), following discontinuation of the drug and similar to

those seen with barbiturates, have been reported. Use of any drug in pregnancy, lactation, or in women of child-

bearing age requires that its potential benefits be weighed against its possible hazards.
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are reversible in most instances by proper dosage adjustment, but are also occasionally observed at the lower
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patterns (low-voltage fast activity) may appear during and after treatment; blood dyscrasias (including agran-
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and liver-function tests advisable during protracted therapy.
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tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric patients; 5 mg b.i.d. to

q.i.d. (See Precautions.)

Supplied Librium® (chlordiazepoxide HCI) Capsules, 5 mg, 10 mg and 25 mg—bottles of 50. LibritabsT M
- (chlor-

diazepoxide) Tablets, 5 mg, 10 mg and 25 mg— bottles of 100. With respect to clinical activity, capsules and
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Among the adjuncts to the physician’s skill

Darvon Compound-65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

Additional information available to the medical profession upon request.
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shape, or size...

Benadryl
(diphenhydramine hydrochloride)

PARKE-DAVIS

for control of

allergic symptoms

Whether the allergen is greenish or garish, unseen or

unknown, your patient can get symptomatic relief with

BENADRYL— the potent antihistamine with antispas-

modic action. INDICATIONS: Antihistaminic, anti-

spasmodic, antitussive, and antiemetic therapy.

PRECAUTIONS: Persons who have become drowsy
on this or other antihistamine-containing drugs, or

whose tolerance is not known, should not drive

vehicles or engage in other activities requiring keen
response while using this product. Hypnotics, sed-

atives, or tranquilizers if used with diphenhydramine
hydrochloride should be prescribed with caution

because of possible additive effect. Diphenhydramine

The pink capsule with the white band is a trademark
of Parke, Davis & Company.

has an atropine-like action which should be con-
sidered when prescribing diphenhydramine hydro-

chloride. ADVERSE REACTIONS: Side effects are

generally mild and may affect the nervous, gastro-

intestinal, and cardiovascular systems. Drowsiness,
dizziness, dryness of the mouth, nausea, nervousness,
palpitation, blurring of vision, vertigo, headache,
muscular aching, thickening of bronchial secretions,

restlessness, and insomnia have been reported.

Allergic reactions may occur.

BENADRYL is available in Kapseals® of 50 mg. and
Capsules of 25 mg. oo«67
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Fiske Fund Prize Dissertation

The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following subject for the Prize Dissertation

For the best dissertation on the subject worthy of a premium

they offer the sum of five hundred dollars ($500.00). The disser-

tation will be particularly graded on the basis of original work by

the author. Each competitor for the premium is expected to con-

form with the following regulations:

To forward to the secretary of the Trustees on or before the

eleventh day of December 1967, free of all expense, a copy of his

dissertation with a motto thereon, and also accompanying it a

sealed envelope bearing the same motto, inscribed on the outside

with his name and address within.

Previous to receiving the premium awarded, the author of

the successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and

advantage of the Fiske Fund.

Dissertations, other than the successful one, will be returned

to the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper and should not exceed 10,000 words.

1967

of 1967:

TRUSTEES, CALEB FISKE FUND
Secretary

John E. Farrell, Sc.D. Stanley D. Davies, M.D.

F. Bruno Agnelli, M.D.

John J. Cunningham, M.D.

106 Francis Street

Providence, Rhode Island 02903
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To help you relieve anxiety and tension

Anxiety and tension stemming from organic illness may undermine your
patient’s cooperation and possibly retard success of primary therapy.

If his emotional symptoms persist in the face of your counsel and
reassurance, you may want to consider adjunctive use of Serax
(oxazepam). It is indicated in anxiety, tension, agitation, irrita-

bility, and anxiety associated with depression. May be used in

a broad range of patients, usually with considerable dosage
flexibility.

When prescribing, carefully observe dosage recommenda-
tions and appropriate precautions, especially as pertain-

ing to the elderly and when complications could ensue
from a fall in blood pressure. (See Wyeth literature or

PDR as well as “IN BRIEF” below.)

IN BRIEF.
Contraindications: History of previous hypersensitivity to
oxazepam. Oxazepam is not indicated in psychoses.
Precautions: Hypotensive reactions are rare, but use with caution
where complications could ensue from a fall in blood pressure,
especially in the elderly. Withdrawal symptoms upon discon-
tinuation have been noted in some patients exhibiting drug
dependence through chronic overdose. Carefully supervise
dose and amounts prescribed, especially for patients prone
to overdose: excessive, prolonged use in susceptible patients
(alcoholics, ex-addicts, etc.) may result in dependence or
habituation. Reduce dosage gradually after prolonged
excessive dosage to avoid possible epileptiform seizures.
Withdrawal symptoms following abrupt discontinuance
are similar to those seen with barbiturates. Caution
patients against driving or operating machinery until

absence of drowsiness or dizziness is ascertained. Warn
patients of possible reduction in alcohol tolerance. Safety
for use in pregnancy has not been established.

Not indicated in children under 6 years; absolute dosage
for 6- to 12-year-olds not established.

Side Effects: Therapy-interrupting side effects are rare.

Transient mild drowsiness is common initially: if persistent,

reduce dosage. Dizziness, vertigo and headache have also
occurred infrequently: syncope, rarely. Mild paradoxical
reactions (excitement, stimulation of affect) are reported in

psychiatric patients. Minor diffuse rashes (morbilliform,

urticarial and maculopapular) are rare. Nausea, lethargy,

edema, slurred speech, tremor and altered libido are rare

and generally controllable by dosage reduction. Although
rare, leucopenia and hepatic dysfunction including jaundice

have been reported during therapy. Periodic blood counts and
liver function tests are advised. Ataxia, reported rarely, does
not appear related to dose or age. These side reactions, noted
with related compounds, are not yet reported: paradoxical
excitation with severe rage reactions, hallucinations, menstrual
irregularities, change in EEG pattern, blood dyscrasias (including
agranulocytosis), blurred vision, diplopia, incontinence, stupor,
disorientation, fever and euphoria.

Availability: Capsules of 10,15 and 30 mg. oxazepam.

Serax
oxazepam Wyeth Laboratories

Philadelphia, Pa.



514 RHODE ISLAND MEDICAL JOURNAL

rTTTTTT T T TT T TTTTTTTTTTTT T'TTTTTTTTTTTTT TT TTTTTTTT'TTTTTT T T T T T T T rTTT TT TT T T T T

T

ON THE MEDICAL LIBRARY BOOKSHELVES

A Report on New Acquisitions to the Library

The following titles have been added to the James

Henry Davenport Collection and are available for

your summer reading:

HISTORY AND GEOGRAPHY OF THE MOST
IMPORTANT DISEASES by Erwin H. Acker-

knecht. Hafner, New York, 1965.

ENRICO BOTTINI AND JOSEPH LISTER IN
THE METHOD OF ANTISEPSIS by G. P. Ar-

cieri. Akmaeon, New York, 1967. Gift of Fran-

cesco Ronchese, M.D.
LEONARDO DA VINCI AND ANDREAS VE-
SALIUS IN ANATOMICAL STUDIES by John

P. Arcieri, Alcmaeon, New York, 1965. Gift of

Francesco Ronchese, M.D.
BAKER STREET JOURNAL, n.s. v. 3 #1, 1953.

This addition to our large Sherlock Holmes col-

lection was given by Doctor Ronchese.

IT ALL STARTED WITH HIPPOCRATES by

Richard Armour. McGraw-Hill, New York, 1966.

Gift of Rhode Island Medical Journal.

SERIAL PUBLICATIONS CONTAINING MED-
ICAL CLASSICS. An Index to Citations in

Garrison-Morton. Compiled by Lee Ash. Anti-

quarium, New Haven, 1961. Not for Circulation.

JOHN MORGAN. Continental Doctor by Whit-

field J. Bell, Jr. University of Pennsylvania

Press, 1965.

SELECTED PAPERS OF JOHN SHAW BIL-

LINGS. Compiled, with a Life of Billings, by

Frank Bradway Rogers. Medical Library Asso-

ciation, 1965.

REVOLUTIONARY DOCTOR. Benjamin Rush,

1746-1813, by Carl Binger. Norton, New York,

1966.

THE COMPLETE WRITINGS OF WILLIAM
BLAKE WITH VARIANT READINGS. Edited

by Geoffrey Keynes. Oxford, London, 1966.

DEATH ON THE INSTALLMENT PLAN by
Louis-Ferdinand Celine (pseud.) Translated from

the French by Ralph Manheim. New Directions,

New York, 1966.

MAN AN DAFRICA. A Ciba Foundation Sympo-
sium — Edited by Gordon Wolstenholme and

Maeve O’Connor. Little, Brown, Boston, 1965.

Gift of Rhode Island Medical Journal.

ADVENTURES IN TWO WORLDS by A. J.

Cronin. McGraw-Hill, New York, 1952. Gift of

Francesco Ronchese, M.D.
THE GREEN YEARS, by A. J. Cronin. Little,

Brown, Boston, 1945.

THE GOOD PHYSICIAN. A Treasury of Med-
icine. Edited by William H. Davenport. Mac-
millan, New York, 1962.

ESSAYS IN THE HISTORY OF MEDICINE. In

Honor of David J. Davis, M.D. University of

Illinois Press, Chicago, 1965. Gift of the Uni-

versity of Illinois College of Medicine.

THE CASKET LETTERS. A Solution to the Mys-
tery of Mary Queen of Scots and the Murder of

Lord Darnley by M. H. Armstrong Davison.

University Press & Community College Press,

1965.

ANTHONY VAN LEEUWENHOEK AND HIS
“LITTLE ANIMALS.” Edited by Clifford Do-

bell. Dover Reprint, New York, 1960.

INTERN by Doctor X. Harper & Row, New
York, 1965.

DOCTORS OF THE AMERICAN FRONTIER
by Richard Dunlop. Doubleday, Garden City,

1965.

GENTLEMEN IN THEIR SEASON by Gabriel

Fielding. Morrow, New York, 1966.

THE FABULOUS FLEMINGS OF KATHMAN-
DU. The Story of Two Doctors in Nepal by

Grace Nies Fletcher. Dutton, New York, 1964.

THE TROUBLED CALLING. Crisis in the Med-
ical Establishment by Selig Greenberg. Macmil-

lan, New York, 1965.

MEDICINE IN TRANSITION by Iago Gald-

ston. University of Chicago Press, Chicago, 1965.

Gift of Rhode Island Medical Journal.

THE FOUR FACES by Han Suyin. Cape, London,

1963.

SIR THOMAS BROWNE. A Biographical and

Critical Study by Frank Livingstone Huntley.

University of Michigan Press, Ann Arbor, 1962.

ESSAYS OF A HUMANIST by Julian Huxley.

Harper & Row, New York, 1964.

A DOZEN DOCTORS. Autobiographic Sketches.

Edited by Dwight J. Ingle. University of Chica-

go Press, Chicago, 1963.

A HISTORY OF MEDICINE by Brian Inglis.

World, Cleveland, 1965.

REMEMBERING MR. MAUGHAM by Garson

Kanin. Atheneum, New York, 1966.

A STUDY OF THE ILLUMINATED BOOKS
OF WILLIAM BLAKE. Poet, Printer, Prophet,

by Geoffrey Keynes. Orion Press, Ne wYork,

and Trianon Press, Paris, 1964.

(Continued on Page 525)
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“George wants to know if it's okay to take his cold

medicine now, Doctor, instead of seven o'clock
?"

The long-continued action of Novahistine LP

should help you both get a good night's sleep.

Two tablets in the morning and two in the evening

will usually provide round-the-clock relief by help-

ing clear congested air passages for freer breathing.

Novahistine LP also helps restore normal mucus

secretion and ciliary activity— normal physiologic

defenses against infection of the respiratory tract.

Use cautiously in individuals with severe hyperten-

sion, diabetes mellitus, hyperthyroidism or urinary

retention. Caution ambulatory patients that drowsi-

ness may result. Each Novahistine LP tablet con-

tains: phenylephrine hydrochloride, 25 mg., and

chlorpheniramine maleate, 4 mg.

E LP

» PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis
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THE WASHINGTON SCENE
$

A Summary Report Prepared by the Washington Office of the

American Medical Association

John W. Gardner, secretary of Health, Education

and Welfare, called on the medical profession and

others in the health field to “search for new and

less expensive ways of doing things.”

This was the main theme of his talk at the wind-

up session of a two-day National Conference on

Medical Costs attended by 300 physicians, hospital

administrators and other leaders in the various as-

pects of health care. He said the conference discus-

sions “reflected a universal recognition that change

is necessary.”

“We cannot go on as we have in the past,” Gard-

ner said. “New patterns will be necessary. Those

who entertain some apprehension as to what the

new patterns will be had better plunge in and ex-

periment with their own preferred solutions. . .

.

Standing back and condemning the solutions that

others devise won't stem the tide of change. . .

.

“.
. . there is not yet any agreement as to what

a more perfect system would look like. It seems

likely that we will go through a period of experi-

mentation and in true American fashion may end

up with several variations in different parts of the

country, suiting local preferences and conditions.

“Whether the health care system or the future

should devleop around the hospital as an organiza-

tional focus, or around the payment mechanism, or

around group practice plans, or around all of these

in some sort of collaboration with State health plan-

ning councils — or whether other variants will

emerge — is still a wide-open question. . .

.

“Eessentially . . . the challenge is before the

health profession. They must join the search for

solutions. They must be willing to re-examine and

overhaul long-established practices. The search for

new and better and less expensive ways of doing

things must be carried on by hospitals, medical

schools, community agencies, and by the thousands

of individual physicians serving the health needs of

people. .

.

Acceptance of such responsibility by those in the

private sector, Gardner said, “is the best insurance

against the government having to shoulder more

than its share of corrective measures.”

Citing appointment of an advisory committee to

study hospital effectiveness, Gardner said that

HEW will do its part in the search for more effi-

cient practices. The committee is to report by the

end of this year.

Dr. Milford O. Rouse, president of the AMA,
commended the Administration “for showing its

concern for rising health care costs by calling a

national conference on the problem.

“The American Medical Association and its mem-
ber physicians pledge to accept their responsibilities

in finding solutions to this vital problem,” he said.

“We expect that other full members of the health

team — dentists, hospitals, nurses, pharmacists and

pharmaceutical companies, the insurance industry

and others — will do likewise.

“We hope the Administration will also accept

its responsiblity to find ways to ease the burden of

inflation which contributes substantially to inflat-

ing the cost of medical care. We hope the Adminis-

tration will call a moratorium on new health legis-

lation until existing programs can be critically

evaluated to eliminate overlapping and duplication

and to achieve maximum conservation of tax funds.

We hope available tax money, particularly in the

health field, can be used to help those who really

need help while allowing our more fortunate citi-

zens to accept responsibility for their own care.”

* * *

Congress passed and President Johnson signed

into law a bill that extends the program of grants

for the construction of community health centers

for three years (until June 30, 1967.)

It authorizes the appropriations of $50 million

for fiscal year 1968 and $70 million for 1970.

The amended law also extends the program of

grants for the initial staffing of community mental

(Continued on Page 517)



Night Leg Cramps . . . Unwelcome Bedfellow

In DiabetesJ Arthritis^ and Peripheral Vascular Disorders
2

now... specific therapy for night leg cramps

QUINAMM
Consistently effective, QUINAMM provided com-

plete relief in 94% of 200 patients studied, many of

whom were severe cases refractory to other medica-

tion.3 Your prescription for one tablet at bedtime

often controls painful night cramps with the initial

dose . . . helps restore restful sleep.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON MERRELL INC

PHILADELPHIA. PENNSYLVANIA 19144

Prescribing Informafion: Composition: Each white, bev-
eled, compressed tablet contains: Quinine Sulfate 260 mg.
and Aminophylline 195 mg. Contraindication: QUINAMM
is contraindicated in pregnancy because of its quinine con-

tent. Precautions: Aminophylline may produce intestinal

cramps in some instances, and quinine may produce symp-
toms of cinchonism, such as tinnitus, dizziness, and gastro-
intestinal disturbance. Discontinue use if ringing in the ears,

deafness, skin rash, or visual disturbances occur. Dosage:
One tablet upon retiring. Where necessary, dosage may be
increased to one tablet following the evening meal and one
tablet upon retiring. Supplied: Bottles of 100 and 500 tablets.

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953.
2. Perchuk, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W.,
et al.: Med. Times, 87:81§, 1959. 6/67 Q-706A



even in

ulcerative

characterized by:

— diarrhea, cramps, tenesmus

bloody, mucoid, purulent stools
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DERMAQUIZ
CONDUCTED BY FRANCESCO RONCHESE, M.D.

At left, elongated, leathery nodules on a woman’s

right palm, apparently only disturbing the husband

who requested their removal. At right a leathery nod-

ule on a man’s right palm. No pain or discomfort.

Answer on page 560.

THE WASHINGTON SCENE
(Concluded from Page 516)

health centers for an additional two years (until

1970) and authorizes the appropriation of $26 mil-

lion for fiscal 1969 and $32 million for fiscal 1970.

An appropriation of $30 million already was au-

thorized for fiscal 1968.
=i= *

President Johnson signed into law legislation ex-

tending the draft for four years. It includes a pro-

vision continuing special pay for physicians and

dentists.

The new law also continues the authority to defer

medical students until completion of internship. In

the future, foreign physicians in this country will

be liable to draft up to age 35 — the same as for

Americans. Under the old law, foreign physicians

were exempt from age 26.

The present blanket military exemption for Pub-

lic Health Service officers serving on loan to other

agencies and Drug Administration was removed

despite protests by the agencies involved. Such as-

signments with draft exemption can now be made
only to the Coast Guard, Bureau of Prisons, and

Environmental Services Administration. The Amer-
ican Medical Association had asked Congress to

allow no draft exemptions for non-military service.

* * *

The President of the American Medical Associa-

tion said that Sargent Shriver, Director of the Of-

fice of Economic Opportunity, was in error when
he accused the AMA of being opposed to medical

care for the poor because the AMA is opposed to

the OEO’s slum health care centers.

Milford O. Rouse, M.D., Dallas, Texas, the

AMA president said the AMA is opposed to the

OEO projects because the health care problems in

the slums can be taken care of under existing pro-

grams, particularly Medicaid.

“There is already too much proliferation of

wasteful, overlapping federal health programs,” Dr.

Rouse said.

“Also of concern to physicians is the fact that

at times it seems that government is too quick to

set up health care programs without consulting with

those who know most about health care — physi-

cians.”

The AMA president also said Shriver was mis-

informed about AMA’s position on helping those

who need help.

“I am now and always have been in full accord

with AMA’s long-standing position that those who
need help in financing health care should receive

it,” Dr. Rouse said.

“The AMA, however, is opposed to the doling

out of tax funds to the wealthy and wrell-to-do. The
expenditure of public funds for those who can well

afford to finance their own health care limits the

amount of resources available to those w'ho do need

it. Such a policy cannot be justified morally or

economically.”



INFLAMMATION
t

t

A cellular

A SYNTEX REPORT based on recently

developed hypotheses about topical cor-

ticosteroids, including the cellular

theories of inflammation by Thomas F.

Dougherty, Ph.D., University of Utah.

You are looking at a fibroblast fight-

ing for life. This cell — one of the

most common found in connective

tissue — has literally been poisoned

by cytotoxins released from other

cells that have ruptured. Soon, if the

abnormal activity of this fibroblast

does not cease, it, too, will rupture

and die — one more casualty in the in-

flammatory wave of destruction pre-

cipitated by injury.

Until a short time ago no one had

ever witnessed such a scene at the

cellular level. Now, through ad-

vanced cinemicrographic techniques,

it is possible to view and photograph

the inflammatory process as pro-

duced experimentally in living ani-

mal tissue. This method permits new
insight into the mechanism of inflam-

mation and the role of corticoster-

oids in therapeutic management.
Equally important, these techniques

shed new light on factors that may
make one corticosteroid more effec-

tive than another — factors that can

be correlated with other chemical,

biologic, and clinical parameters.



Visual evidence of how
corticosteroids influence

:he inflammatory reaction

Working with phase-contrast cine-

micrography on living animal tissue,

Doctors Thomas E Dougherty and
David Berliner of the University of

Utah College of Medicine have actu-

ally filmed cellular events that occur

during the inflammatory reaction.

This remarkable study* and addi-

tional work by these investigators, as

well as by others, have established a

new theoretical biologic basis for the

antiinflammatory effect of the corti-

costeroids. (It must be noted that

other theories, such as the lysosome

or so-called “suicide bag” theory,

have been postulated, although it is

quite likely that there are more
similarities than differences among
the various theoretical models.)

The inflammatory wave
of destruction

In this investigation an injurious in-

jection of gelatin is used to set off an
inflammatory reaction in living

mouse tissue. What follows is a wave
of destructive cellular activity that

comprises the inflammatory re-

sponse to injury. Mast cells (which

contain heparin, serotonin and hista-

mine) take up water, swell and rup-

ture, releasing their contents, which
are toxic outside the mast cell wall.

These toxins, in turn, cause disinte-

gration of other cells (such as fibro-

blasts) and the release of additional

toxic material. Capillaries, too, take

up water and leak unformed blood

elements, causing edema. And poly-

morphonuclears, lymphocytes and
perithelial cells invade the inflamed

site. As a result of all these changes,

the cellular environment reaches a

state of turmoil.
w

Phase-contrast microscopy showing
mast cell before injury.

Mast cell (after injury) has broken up
and released cytotoxins.

How corticosteroids
change the picture

Corticosteroids appear to virtually

stop the abnormal cellular activity

that constitutes the inflammatory re-

action. This permits the body’s na-

tural resources to clear up the

inflamed area and repair the dam-
aged tissue. This interpretation is

supported by the fact that when the

injurious gelatin solution is injected

simultaneously with a corticosteroid

— Synalar (fluocinolone acetonide) —
the inflammatory pattern simply

does not develop.

Fibroblast in high state of activity, much
distorted.

Mast cells showing effects of cortico-
steroid action: cells are normal in size,

shape and activity.

In summarizing his study Doctor

Dougherty states: “...we also feel

this work may explain why one corti-

costeroid helps a patient more rap-

idly and effectively than another. If

it does, it is because one corticoster-

oid is the fastest, most effective in-

hibitor of the series of inflammatory

events at the tissue level.”

*A New View of Corticosteroid Action in In-
flammatory Dermatoses, a film based on this
study, is now available from your Syntax
representative.

See last none for rnntrnindirntinn*



How advances in

chemical design

lave achieved

greater

steroid potency

The chemical modification of corti-

costeroid molecules from the advent

of hydrocortisone to the develop-

ment of Synalar (fluocinolone ace-

tonide) is a prime example of how
biochemists can “design” to increase

therapeutic activity and minimize
undesirable side actions. Below, for

example, we see the important
changes that were made in reference

to the hydrocortisone molecule to

produce fluocinolone acetonide, one
of the most active of all topical corti-

costeroids. As a result, a 0.01% prep-

aration of Synalar (fluocinolone

acetonide) has been reported to do
the work of a 1% hydrocortisone

product containing 100 times more
cortiscosteroid. And it can often do

it more effectively.

CH 30H

Hydrocortisone

CH 2OH

i=o

Fluocinolone Acetonide
(Synalar)

a double bond between
carbons 1 and 2

fluorine substitutions
at both the 6-a,

and the 9-a positions

the addition of the
acetonide at the 16-a,

17-a positions,

thus providing
one of the most potent
topical corticosteroids
available.

f

How bioassay tests are
used to “predict”

therapeutic potential

Biologic assays are another tool used

by researchers to help establish the

relative activity of corticosteroids.

To date no single method of assaying

corticosteroid activity has emerged
as the ideal “yardstick” for predict-

ing therapeutic potential. Taken to-

gether, however, these methods have
proved useful. When such tests are

run on various corticosteroids, a defi-

nite order of corticosteroid activity

becomes evident. Compounds with

the highest order of activity may be

expected to merit clinical trial to es-

tablish their high therapeutic poten-

tial. When assayed by these methods,

fluocinolone acetonide (Synalar)

emerges as one of the most active

topical corticosteroids, milligram for

milligram, available for clinical ap-

plication today.
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The Thymus Involution Assay1 '4

is run on adrenalectomized rats. The
sizes of the glands are measured, and
the degree of involution caused by

the steroid is determined as an indi-

cation of its potency. In the above

photo, the comparative involution of

thymus glands achieved with hydro-

cortisone and Synalar (fluocinolone

acetonide) is shown. Untreated con-

trols (A) show normal size. Group B
— injected with 1, 2 and 4 mg. of hy-

drocortisone— show progressively

smaller thymuses as does Group C—
injected with fluocinolone acetonide

— but with only 1/ 500th the dose of

hydrocortisone.

4

1
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The Antigranuloma Assay1"4 also

utilizes adrenalectomized rats. Gran-

ulomas are induced by subcutaneous !

implantation of cotton pellets on

either side of the thorax. The degree

of granuloma inhibition achieved by,

a steroid reflects its potency. The
above photo shows the inhibition of

granuloma formation achieved

with hydrocortisone and Synalar

(fluocinolone acetonide). Untreated

controls (A) show large, red granu

lomas adhering to the pellets. Group
B, receiving hydrocortisone and
Group C, receiving fluocinolone ace

tonide, show little, if any, granuloma

formation. Fluocinolone acetonide

produced the same effect as hydro

cortisone with only l/500th the dose

This assay, as well as the thymus
involution assay, measures systemic

rather than topical corticosteroid ac

tivity. Nevertheless, results by these

methods correlate well with other as

says and with the milligram poten

cies of topical steroids in current

clinical use.



Worldwide

clinica

experience

confirms the

predictable

therapeutic

potential of

Synalar

Representative Clinical Results with Synalar*

Efficacy Documented in over 4,000 Patients

Condition
Number of

Publications
Number of

Patients
Significant
Improvement!

Contact
Dermatitis

27 750 713

Eczematous
Dermatitis

21 472 409

Seborrheic
Dermatitis

18 442 426

Atopic
Dermatitis

24 460 426

Psoriasis 36 1,699 1,510

Neurodermatitis 18 351 324

Total 144 4,174 3,808

•Complete bibliography on request. fExpressed by the authors as excellent, very good,
good, complete remission of inflammation, etc.

It is particularly gratifying that the

promise of the advanced chemical

design and high order of bioassay ac-

tivity of Synalar (fluocinolone ace-

tonide) has been confirmed by
widespread therapeutic application.

Indeed, the impressive clinical re-

sponse rate of Synalar has been docu-

mented in no fewer than 232 papers

from 22 countries.

Prescribing Information
For initiation of therapy: Cream 0.025%,

5 and 15 Gm. tubes, 425 Gm. jars; for

emollient effect: Ointment 0.025%, 15

Gm. tubes; for maintenance therapy:

Cream 0.01%, 15 and 45 Gm. tubes, 120

Gm. jars; for intertriginous or hairy

sites: Solution 0.01%, 20 cc. and 60 cc.

plastic squeeze bottles; for infected in-

flammatory dermatoses: Neo-Synalar®
Cream (0.025% fluocinolone acetonide,

neomycin sulfate, equivalent to 0.35%
neomycin base), 5 and 15 Gm. tubes.

Contraindications: Tuberculous, fungal,

and most viral lesions of the skin, (in-

cluding herpes simplex, vaccinia, and
varicella). Not for ophthalmic use. Con-
traindicated in individuals with a his-

tory of hypersensitivity to any of the

components. Precautions: Synalar prep-

arations are virtually nonsensitizing and
nonirritating. However, the solution may
produce burning or stinging when ap-

plied to denuded or fissured areas. In
some patients with dry lesions, the solu-

tion may increase dryness, scaling or

itching. While topical steroids have not
been reported to have an adverse effect

on pregnancy, the safety of their use on
pregnant females has not absolutely
been established. Therefore, they should
not be used extensively on pregnant pa-
tients, in large amounts, or for pro-

longed periods of time. Prolonged use of

any antibiotic may result in overgrowth

of nonsusceptible organisms; if this oc-

curs, appropriate therapy should be insti-

tuted. When severe local infection or

systemic infection exists, the use of sys-

temic antibiotics should be considered,

based on susceptibility testing. Side

Effects: Side effects are not ordinarily

encountered with topically applied corti-

costeroids. As with all drugs, however, a

few patients may react unfavorably to

Synalar under certain conditions. The
neomycin in Neo-Synalar Cream rarely

produces allergic reactions.

References: 1. Leraer, L. J., Bianchi, A.,

Turkheimer, A. R., Singer, F. M., and
Borman, A.: Anti-inflammatory steroids: po-

tency, duration and modification of activities.

Ann NY Acad Sci 116:1071 (Aug. 27) 1964.

2. Idem: Comparison of anti-granuloma, thy-

molytic and glucocorticoid activities of anti-

inflammatory steroids. Proc Soc Exp Biol

Med 116:385 (June) 1964 . 3. Ringler, A.: Ac-
tivities of adrenocorticosteroids in experimen-

tal animals and man, in Dorfman, R. I.:

Methods of hormone research, New York,
Academic Press, 1964. vol. III. pp. 234-280.

4. Gubersky, V R.: To be published.

fluocinolone acetonide — an original steroid from

SYNTEXEE3
LABORATORIES INC- PALO ALTO. CALIF.

For inflammatory
dermatoses...

by any measure
a topical corticosteroid

of choice

Synalar
(fluocinolone

acetonide)
Milligram for milligram

one of the most active topical

corticosteroids available

Rapid and predictable
in antiinflammatory and

antipruritic activity

Results often comparable to

those of systemic corticosteroids

with fewer hazards
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Get them while
they’re easily reversible.

Obesity doesn’t happen suddenly. This insidious process has its beginning—and the

chances of reversing it are better—during the first 10 to 15 pounds of weight gain.

When a new dietary pattern must be established, consider the adjunctive use of

BAMADEX SEQUELS. Combining the proven anorexigenic action of d-ampheta-

mine with the tranquilizing effect of meprobamate, BAMADEX SEQUELS controls

appetite throughout the day, usually with a single capsule daily.

Contraindications: Dextro-amphetamine sulfate: In

hyperexcitability and in agitated prepsychotic
states. Previous allergic or idiosyncratic reactions
to meprobamate.
Precautions: Use with caution in patients hyper-
sensitive to sympathomimetic compounds, who
have coronary or cardiovascular disease, or are
severely hypertensive.

Dextro-amphetamine sulfate: Excessive use by
unstable individuals may result in psychological
dependence.

Meprobamate: Careful supervision of dose and
amounts prescribed is advised, especially for pa-
tients with known propensity for taking excessive
quantities of drugs. Excessive and prolonged use
in susceptible persons, e.g. alcoholics, former ad-
dicts, and other severe psychoneurotics, has been
reported to result in dependence on the drug.
Where excessive dosage has continued for weeks
or months, reduce dosage gradually. Sudden with-

drawal may precipitate recurrence of preexisting
symptoms such as anxiety, anorexia, or insomnia;
or withdrawal reactions such as vomiting, ataxia,

tremors, muscle twitching and, rarely, epileptiform
seizures. Should meprobamate cause drowsiness
or visual disturbances, reduce dosage and avoid
operation of motor vehicles, machinery or other
activity requiring alertness. Effects of excessive al-

cohol consumption may be increased by meproba-
mate. Appropriate caution is recommended with
patients prone to excessive drinking. In patients
rone to both petit and grand mal epilepsy mepro-
amate may precipitate grand mal attacks. Pre-

scribe cautiously and in small quantities to patients

with suicidal tendencies.
Side Effects: Overstimulation of the central nervous
system, jitteriness and insomnia or drowsiness.
Dextro-amphetamine sulfate: Insomnia, excitabil-

ity, and increased motor activity are common and
ordinarily mild side effects. Confusion, anxiety,

aggressiveness, increased libido, and hallucina-

tions have also been observed, especially in men-
tally ill patients. Rebound fatigue and depression
may follow central stimulation. Other effects may
include dry mouth, anorexia, nausea, vomiting,
diarrhea, and increased cardiovascular reactivity.

Meprobamate: Drowsiness may occur and can
be associated with ataxia; the symptom can usu-
ally be controlled by decreasing the dose, or by
concomitant administration of central stimulants.
Allergic or idiosyncratic reactions: maculopapular
rash, acute nonthrombocytopenic purpura with
petechiae, ecchymoses, peripheral edema and
fever, transient leukopenia. A case of fatal bullous
dermatitis, following administration of meproba-
mate and prednisolone, has been reported. Hyper-
sensitivity has produced fever, fainting spells,

angioneurotic edema, bronchial spasms, hypoten-
sive crises (1 fatal case), anuria, stomatitis, proc-
titis (1 case), anaphylaxis, agranulocytosis and
thrombocytopenic purpura, and a fatal instance of

aplastic anemia, but only when other drugs known
to elicit these conditions were given concomitantly.
Fast EEG activity, usually after excessive dosage.
Impairment of visual accommodation. Massive
overdosage may produce drowsiness, lethargy, stu-

por, ataxia, coma, shock, vasomotor and respira-

tory collapse.

Bamadex Sequels
Dextro-amphetamine sulfate (15 mg.) Sustained Release Capsules
with Meprobamate (300 mg.)

LEDERLE LABORATORIES
A Division of American Cyanamid Company

Pearl River, New York 466-7
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NEW ENGLAND, CANADIAN
INTERNISTS TO MEET IN PROV.

The American College of Physicians (ACP) will

hold a regional scientific meeting for specialists in

internal medicine in New England, Quebec and the

Atlantic Provinces of Canada Sept. 8-9, 1967 in

Providence, R. I.

The meeting will be held at the Sheraton-Bilt-

more Hotel, with sessions also at Brown University.

Friday’s session, consisting of original research

contributions, will be held in the ballroom of the

hotel. The Saturday morning program, including

a panel discussion on trends in medical education

by representatives of four developing medical

schools, will be held in the Carmichael Auditorium

at Brown University in connection with the univer-

sity’s Division of Biological and Medical Sciences.

The Providence meeting is one of about 35 sci-

entific meetings sponsored by the ACP during the

academic year. The meetings, held throughout the

United States and Canada, serve to help keep the

College’s 13,600 members abreast of developments

in the basic sciences and clinical medicine.

Irving A. Beck, M.D., Providence, R. I., ACP
Governor for Rhode Island and Chief of Medical

Services, Miriam Hospital, is host governor for the

lleetingfl Special guests will include Rudolph H.

Kampmeier, M.D., Nashville, Tenn., ACP Presi-

dent and Professor of Medicine Emeritus at Van-

derbilt University School of Medicine.

Henry S. M. Uhl, M.D., Providence, R. I., is

chairman of the local Committee on Arrangements

and Michael DiMaio, M.D., Providence, R. I., is

chairman of the Program Committee.

THE CLINICAL DIABETES
ASSOCIATION

OF RHODE ISLAND
Tuesday, September 26, 1967

8:00 P.M.

Memorial Hospital Auditorium, Pawtucket

TREATMENT OF DIABETES MELLITUS

Harvey C. Knowles, Jr., M.D., Professor of

Medicine, Cincinnati General Hospital

INSULIN IN BLOOD

Jurgen Steinke, M.D., Associate in Medicine,

Harvard Medical School

All Physicians are cordially invited

Tandearil
9

oxyphenbutazone

Tandearil in Painful Shoulder

Therapeutic Ettects: Stiffness and pain may diminish

within 2 days, and full mobility may be restored

within a week. These effects are obtained with

oxyphenbutazone alone or combined with physio-

therapy or local hormonal injections. The drug is

usually well tolerated and does not affect pituitary-

adrenal function or immune response.

Contraindications: Edema: danger of cardiac decom-
pensation; history or symptoms of peptic ulcer:

renal, hepatic or cardiac damage; history of drug
allergy; history of blood dyscrasia. The drug should
not be given when the patient is senile or when other

potent drugs are given concurrently.

Warning: If coumarin-type anticoagulants are given

simultaneously, watch for excessive increase in

prothrombin time. Pyrazole compounds may poten-

tiate the pharmacologic action of sulfonylurea,

sulfonamide-type agents and insulin. Carefully

observe patients receiving such therapy. Use with

great caution in the first trimester of pregnancy.

Precautions: Obtain a detailed history and a com-
plete physical and laboratory examination, includ-

ing a blood count. The patient should be closely

supervised and should be warned to report immedi-
ately fever, sore throat, or mouth lesions (symptoms
of blood dyscrasia); sudden weight gain (water re-

tention); skin reactions; black or tarry stools or

other evidence of intestinal hemorrhage. Make regu-

lar blood counts. Discontinue the drug and institute

countermeasures if the white count changes signifi-

cantly, granulocytes decrease, or immature forms
appear. Use greater care in the elderly and in

hypertensives.

Adverse Reactions: The most common are nausea,
edema and drug rash. The drug has been associated
with peptic ulcer and may reactivate a latent peptic

ulcer. Infrequently, agranulocytosis, or a general-

ized allergic reaction may occur and require with-

drawal of medication. Stomatitis, salivary gland en-

largement, vomiting, vertigo and languor may occur.

Leukemia and leukemoid reactions have been re-

ported but cannot definitely be attributed to the

drug. Thrombocytopenic purpura and aplastic

anemia may occur. Confusional states, agitation,

headache, blurred vision, optic neuritis and tran-

sient hearing loss have been reported, as have
hyperglycemia, hepatitis, jaundice, and several

cases of anuria and hematuria. With long-term use,

reversible thyroid hyperplasia may occur infre-

quently. Moderate lowering of the red cell count due
to hemodilution may occur.

Dosage in Paintul Shoulder: 600 mg. daily in divided

doses for 2 to 3 days; 300 mg daily thereafter. Usual

duration of therapy: 2 to 7 days.

Availability: Tablets of 100 mg. 6562-VI(B)R

For complete details, please refer to full prescribing

information.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation

Ardsley, New York



Geigy Tandearil
oxyphenbutazone

helps painful shoulders
move again

Please see ad-

joining page for

brief prescribing

summary.

3 out of 4 painful shoulder patients

responded well
Sperling, 1 L

Applied Therap. 6 117,

1964 84.2% of 127 patients
Rosenbaum. E E.. and
Schwarz, G R North-
west Med, 61:927. 1962 81% of 48 patientsTA-5094PC





Ilosone® provides more antibacterial activity

than any other oral erythromycin

Acid stable, better absorbed . . . Ilosone

produces faster, higher, more prolonged

blood levels, even in the presence of food 13

Because it is the most active form of oral

erythromycin, Ilosone can help assure

consistently greater antibacterial activity

at the site of infection. Ilosone produces

peak antibacterial blood levels two to four

times those of other erythromycin

preparations .
12 Not only are these levels

attained earlier, but they are maintained

for much longer periods. Even the

presence of food does not seem to affect

the activity of Ilosone .
1 -3

In the treatment of patients with bacterial

infections susceptible to erythromycin,

Ilosone has compiled an excellent

therapeutic record. Since it exerts its

greatest activity against gram-positive

organisms, it is particularly useful in

common respiratory and soft-tissue

bacterial infections. Ilosone kills—not

merely inhibits—streptococci,

pneumococci, and more strains of

staphylococci than any other macrolide

antibiotic. This bactericidal action,

coupled with the high antibacterial levels

attained, makes Ilosone especially valuable

in patients with low host resistance, such

as infants, debilitated individuals, and
diabetics.

Ilosone has shown no cross-resistance with

penicillin and may be effective against

organisms that have become resistant to

that agent. Despite its high antibacterial

activity, Ilosone has demonstrated a low

incidence of side reactions. Blood

dyscrasias, ototoxicity, and tooth staining

have not been observed. Infrequent

cases of drug idiosyncrasy, manifested by
a cholestatic jaundice, have occurred,

but there have been no known definite

residual effects.

Now available:
New! Ready-mixed Ilosone Liquid 125!
(Contains erythromycin estolate equiva-

lent to 125 mg. erythromycin base per

5-cc. teaspoonful.)

ITT 700970

Ilosone’ S
Erythromycin Estolate

(See next page for prescribing information.)



Ilosone*/the most active oral form of erythromycin
Description: Ilosone is the most active form of oral erythromy-
cin that has been developed. Because it is stable in acid, well

absorbed, and excreted in lesser amounts in the bile, it provides
faster, higher, and longer-lasting levels of antibacterial activity
(ABA) in the serum, even when taken with food, than do com-
parable doses of erythromycin.
Indications: Ilosone is indicated in infections caused by micro-
organisms sensitive to its action (especially staphylococci, hemo-
lytic streptococci, and pneumococci) . The drug is therefore useful
in a high proportion of bacterial diseases encountered in clinical

practice and particularly in the treatment of bacterial infections
of the upper and lower respiratory tract and soft tissues.

In the treatment of acute bacterial pharyngitis and tonsillitis,

this antibiotic has promptly eradicated the bacteria (streptococci)

and has produced a parallel prompt clinical improvement. There
have been no group A beta-hemolytic streptococci resistant to

this preparation. In beta-hemolytic streptococcus infections,

treatment should be maintained for ten days to prevent the de-

velopment of rheumatic fever or glomerulonephritis.
Erythromycin estolate has proved to be very effective in pneu-

mococcus pneumonia and in acute bronchitis with pneumococci
on culture. Bronchopneumonia and otitis media in children have
responded well to its use.

The antibiotic has been used very successfully in staphylococ-

cus infections. Good therapeutic results have been obtained in

soft-tissue infections, abscesses, cellulitis, carbuncles, wound in-

fections, and furunculosis.
In serious staphylococcus infections, erythromycin prepara-

tions should be used only in combination therapy with other
antimicrobial agents. As is the case with any treatment regimen
used in these severe conditions, surgical procedures should be
performed when indicated, and large dosages of the antimicro-
bial agents should be employed. In this fashion, Ilosone has been
effective in staphylococcus pneumonia, osteomyelitis, septicemia,
empyema, and meningitis.

Multiple 500-mg. doses of the drug have also been useful in

gonorrhea and syphilis. Since penicillin is the drug of choice for

the treatment of syphilis and gonorrhea, erythromycin estolate

should be employed for these infections only in patients with a

history of penicillin allergy. Also, other infections due to suscep-
tible bacteria in patients known to be hypersensitive to penicillin

or other antibiotics may be considered for treatment with Ilosone.

Contraindications: Ilosone is contraindicated in patients with a

known history of sensitivity to this drug and in those with pre-

existing liver disease or dysfunction.

Adverse Reactions: Data obtained from seven years’ use of pro-

pionyl erythromycin ester and erythromycin estolate (Ilosone)

indicate that hepatic dysfunction with or without clinical jaun-
dice may occur during or following courses of therapy with the

drug.
Changes in liver function tests in such cases have been indica-

tive of intrahepatic cholestasis. The symptoms appear to be the

result of a form of sensitization. The initial symptoms have de-

veloped in some cases after a few days of treatment but generally

have followed one or two weeks of continuous therapy or several

courses of the drug. Symptoms reappear promptly, usually within
forty-eight hours, if the drug is readministered to sensitive pa-

tients. Eosinophilia was noted in peripheral blood counts. The
findings readily subsided without apparent residual effects when
treatment was discontinued. Recovery was delayed in one re-

ported instance. The physician indicated in this case that either

drug-induced jaundice or viral hepatitis may have been respon-
sible for the findings.

In one clinical study involving ninety-three patients treated
with the antibiotic, three cases of jaundice were observed and an
additional eleven cases developed some changes in liver function

tests. Three of the patients had abnormal liver function tests a
second time on readministration of the drug.

Even though it is assumed that not all cases of jaundice have
been reported, it seems clear that the number is small compared
with the amount of drug that has been used. Reported cases have
included persons in whom there had been administered other
drugs known to be associated at times with hepatic side-effects
and cases in which the presence of viral hepatitis or other dis-

ease may have been responsible for the findings. In some of the
cases, associated gastro-intestinal symptoms simulated the colic

of biliary tract disease. In other instances, clinical symptoms
and results of liver function tests resembled findings in extra-
hepatic obstructive jaundice. It appears that the occurrence of
jaundice after administration of Ilosone is infrequent, but
further investigations are being made to estimate its incidence
more accurately.

In those cases mentioned above in which jaundice appei
be definitely related to use of the drug, laboratory finding

characterized by increased direct-reacting bilirubin, e

alkaline phosphatase levels, negative or weakly positive a
flocculation and thymol turbidity tests, elevated serum gl

oxalacetic transaminase levels, peripheral eosinophilia, a:

mal cholecystograms.
Individual idiosyncrasy seems evident since jaundice 1

been reported in other patients taking prolonged courses

medication. Patients with chronic infection have been giv

to 2 Gm. of the drug daily for periods of two to six mont
patients with rheumatic fever have taken prophylactic d

0.5 Gm. daily for two years without difficulty. In one gi

144 patients who received the drug daily for two years, n
dice was noted. It was of interest that members of six o

patients’ families, who were not taking the drug, had e

of jaundice during the study period.

Transaminase and serum alkaline phosphatase level

determined in a group of fifty-four adults and children w
250 mg. of Ilosone daily for an average of sixteen moi
rheumatic fever prophylaxis. The results were compare
those of a similar group of forty-four patients who receiv

icillin. There were no cases of jaundice in either group. Eli

of SGPT and serum alkaline phosphatase levels during the

of treatment was observed in one patient treated with
and in two patients treated with penicillin. Seven other p
in the group receiving Ilosone and four others in the pe

group showed elevations in one of the tests at some time
administration of the drugs.
Very satisfactory therapeutic results, without toxicit;

reported in 102 pediatric patients who received short-ten

day) courses of Ilosone in the treatment of streptococcui

tions. Results of liver function tests in these patient
comparable to those in a similar control group who had r

penicillin.

Gastro-intestinal disturbances not associated with hep
fects are observed in a small proportion of individuals as i

of a local stimulating effect of the medication on the alin

tract; however, the normal intestinal gram-negative b:

flora is not appreciably altered by erythromycin drugs.

Although allergic manifestations are uncommon with
of erythromycin, there have been occasional reports of ur
skin eruptions, and, on rare occasions, anaphylaxis.
Administration and Dosage: Ilosone is administered orall

Ilosone Pulvules®, Ilosone Liquid 125, Ilosone, 125, f(

Suspension, Ilosone Drops, Ilosone Chewable Tablets.

For infants and for children under twenty-five pounds
weight, the usual dosage is 5 mg. per pound every six hoi

children twenty-five to fifty pounds, 125 mg. every six

(Tablets Ilosone Chewable should be chewed or crush
swallowed with water.)
For adults and for children over fifty pounds, the usual s

of Ilosone is 250 mg. every six hours.
For severe infections, these dosages may be doubled.

When larger doses are indicated, parenteral erythr

therapy should be considered.
In the treatment of syphilis, the recommended total dc

20 to 30 Gm. given in divided doses for a period of ten to

:

days. Close follow-up of the patient is necessary since el

mycin drugs have not had adequate evaluation in all st I

syphilis. Examinations of spinal fluid are recommended
of the follow-up therapy.

For gonorrhea, 500 mg. four times a day for four d: st

recommended. In the treatment of gonorrhea, patients .

suspected lesion of syphilis should have a dark-field examiti

before receiving antibiotics, and monthly serologic tests HI

be made for a period of three months.
How Supplied: Pulvules Ilosone, Capsules, N.F., 125 and
(equivalent to base), in bottles of 24 and 100.

Ilosone Liquid 125, Oral Suspension, U.S.P., 125 mg. (eqU
to base) per 5-cc. teaspoonful, in 60-cc. and pint-size pa a

Ilosone, 125, for Oral Suspension, N.F., 125 mg. (equill

to base) per 5-cc. teaspoonful, in 60 and 150-cc.-size pa ig

Ilosone Drops, 5 mg. (equivalent to base) per drop, in 10- -a

packages, with dropper calibrated at 25 and 50 mg.
Tablets Ilosone Chewable, N.F., 125 mg. (equivalent tea

in bottles of 50. I
2

References: 1. Griffith, R. S., and Black, H. R. : Am. J. M. Sc., 2t7:

2. Griffith, R. S., and Black, H. R. : Antibiotics & Chemother., 12:

3

3. Hirsch. H. A., Pryles, C. V., and Finland, M.: Am. J. M. Sc.,

239.;198, 1960.

Additional information available to physicians upon request. '^
EliLilly and Company , Indianapolis, Indiana ^6206. L-flj
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ON THE MEDICAL LIBRARY
BOOKSHELVES

(Continued from Page 514)

SCALES AND WEIGHTS. A Historical Outline

by Bruno Kisch. Yale University Press, New
Haven, 1965.

HOSPITALS, DOCTORS, AND THE PUBLIC
INTEREST. Edited by John H. Knowles. Har-

vard University Press, Cambridge, 1965.

THE VALLEY OF THE LATIN BEAR by Alex-

ander Lenard. Dutton, New York, 1965.

SURGERY AND AMBROISE PARE by J. F.

Malgaigne. Translated from 'the French and

Edited by Wallace B. Hamby. University of

Oklahoma Press, Norman, 1965.

.ALL THE WONDERS WE SEEK. Thirteen Tales

of Surprise and Prodigy by Felix Marti-Ibanez.

Potter, New York, 1963.

WALTZ AND OTHER STORIES by Felix Marti-

Ibanez, Potter, New York, 1965.

THE RAZOR’S EDGE by W. Somerset Maugham.
Doubleday, Garden City, 1944.

BIBLIOGRAPHY OF THE HISTORY OF MED-
ICINE OF THE UNITED STATES AND
CANADA, 1939-1960. Edited by Genevieve

Miller. Johns Hopkins, Baltimore, 1964.

Not for Circulation.

BIBLIOTHECA MEDICA: PHYSICIAN FOR
TOMORROW. Dedication of the Countway Li-

brary of Medicine. Edited by David McCord.

Harvard, Boston, 1966.

CHURCHILL. Taken from the Diaries of Lord

Moran. Houghton Mifflin, Boston, 1966.

TRIAL & TRIUMPH. A Novel About Maimonides

by Lester M. Morrison and Richard G. Hubler.

Crown, New York, 1965.

PATIENTS AND PONIES by M. Murray Nier-

man. Random House, New York, 1960. Gift of

Francesco Ronchese, M.D.
THE POETIC WORLD OF WILLIAM CARLOS
WILLIAMS by Alan Ostrom. Southern Illinois

University Press, Carbondale, 1966.

SHERLOCK HOLMES, ESQ. AND JOHN H.

WATSON, M.D. An Encyclopaedia of Their

Affairs by Orlando Park. Northwestern Univer-

sity Press, Evanston 1

,
1962.

THE LAST GENTLEMAN by Walker Percy.

Farrar, Straus and Giroux, New York, 1966.

MIND AND BODY IN EIGHTEENTH CEN-
TURY MEDICINE, A Study Based on Jerome

Gaub’s De regimine mentis by L. J. Rather.

University of California Press, Berkeley and Los

Angeles, 1965.

SERENDIPITY AND THE THREE PRINCES.
Fom the Peregrinaggio of 1557. Edited by Theo-

dore G. Remer. University of Oklahoma Press,

Norman, 1965. Strictly speaking, this volume

doesn’t belong to the “books by or about physi-

cians” concept of the Davenport Collection.

However, serendipity is not uncommon in med-

icine. Also, our own Doctor Philip Batchelder and

his wife are mentioned twice by Mr. Remer.

A MAN NAMED HOFFMAN AND OTHER
NARRATIVES OF MEDICAL DETECTION
by Berton Roueche. Little, Brown, Boston, 1965.

CAT by Theodore Isaac Rubin. Ballantine, New
York, 1966. Gift of Rhode Island Medical Jour-

nal.

THE SEMI-ARTIFICIAL MAN. A Dawning Rev-

olution in Medicine by Harold M. Schmeck, Jr.

Walker, New York, 1965.

FROM DREAM TO DISCOVERY. On Being A
Scientist by Hans Selye. McGraw-Hill, New
York, 1964.

MEDICINE IN AMERICA. Historical Essays by

Richard Harrison Shryock. Johns Hopkins, Bal-

timore, 1966.

THE CENTURY OF THE DETECTIVE by Jur-

gen Thorwald. Translated from the German by
Richard and Clara Winston. Harcourt, Brace &
World, New York, 1964.

HYSTERIA. The History of a Disease by Ilza

Veith. University of Chicago Press, Chicago,

1965. Gift of Rhode Island Medical Journal.

BONES, BODIES, AND DISEASE. Evidence of

Disease and Abnormality in Early Man by Cal-

vin Wells. Praeger, New York, 1964.

HALL OF MIRRORS by John Rowan Wilson.

Doubleday, Garden City, 1966.

APHORISMS AND FACETIAE OF BELA
SCHICK by L. J. Wolf. Waverly, Baltimore,

1965. Gift of Knoll Pharmaceutical Company.
THE MAN WHO CONQUERED PAIN. A Bi-

ography of William Thomas Green Morton by
Grace Steele Woodward. Beacon, Boston, 1962.

Purchases made for the general collection were :

ADVANCES IN INTERNAL MEDICINE. Ed-
ited by William Dock and I. Snapper. Vol XIII,

1967. Year Book, Chicago, 1967.

ADVANCES IN PEDIATRICS. Edited by S. Z.

Levine. Vol. XIV, 1966. Year Book, Chicago,

1966.

LITTLE STROKES by Walter C. Alvarez. Lippin-

cott, Philadelphia, 1966.

MEDICAL SCHOOL ADMISSION REQUIRE-
MENTS. U.S.A. AND CANADA. Association of

American Medical Colleges. Evanston, Illinois,

1966.

THE ACUTE ABDOMEN FOR THE MAN ON
THE SPOT by J. C. Angell. Lippincott, Phila-

delphia, 1965.

THE PHYSIOLOGICAL BASIS OF MEDICAL
PRACTICE. A Text in Applied Physiology by
Charles Herbert Best and Norman Burke Taylor.

Eighth' Edition. Williams and Wilkins, Balti-

more, 1966 (Continued on next page)



526 RHODE ISLAND MEDICAL JOURNAL

NUCLEAR MEDICINE by William H. Blahd.

Blakiston; McGraw-Hill, 1965.

THE CUTANEOUS MANIFESTATIONS OF
THE BENIGN INFLAMMATORY RETICU-
LOSES. Edited by Eamuel M. Bluefarb. Thom-
as, Springfield, 1960.

THE CUTANEOUS MANIFESTATIONS OF
THE RETICULOENDOTHELIAL GRANUM-
LOMAS. Edited by Samuel M. Bluefarb. Thom-
as, Springfield, 1960.

LEUKEMIA CUTIS by Samuel M. Bluefarb.

Thomas, Springfield, 1960.

MANAGEMENT OF EMOTIONAL PROBLEMS
OF CHILDREN AND ADOLESCENTS by A.

H. Chapman. Lippincott, Philadelphia, 1965.

THE TWENTY-MINUTE HOUR. A Guide to

Brief Psychotherapy for the Physician by Pietro

Casteln'uovo-Tedesco. Little, Brown, Boston,

1965.

THE CRAFT OF SURGERY. Edited by Philip

Cooper. Two Volumes. Little, Brown, Boston,

1964.

THE NEUROLOGIC EXAMINATION by Rus-

sell N. Dejong. Third Edition. Hoeber; Harper

& Row, New York, 1967.

LUPUS ERYTHEMATOSUS. Edited by Edmund
L. DuBois. Blakiston; McGraw-Hill, New York,

1966.

MEDICAL CARE OF THE ADOLESCENT by

J. Roswell Gallagher. Second Edition. Appleton-

Century-Crofts, New York, 1966.

AS INTRODUCTION TO THE HISTORY OF
MEDICINE by Fielding H. Garrison. Fourth

Edition, Reprinted. Saunders, Philadelphia, 1966

(Copyright, 1929). Our original copy was worn
out.

HEART DISEASE IN CHILDREN by Benjamin

M. Gasul, Rene A. Arcilla, and Maurice Lev.

Lippincott, Philadelphia, 1966.

METHODS OF ANIMAL EXPERIMENTA-
TION. Edited by William I. Gay. Volume I.

Academic, New York, 1965. Rhode Island Vet-

erinary Medical Association Fund.

REALITY THERAPY. A New Approach to Psy-

chiatry by William Glasser. Harper & Row, New
York, 1965.

THE PHARMACOLOGICAL BASIS OF THE-
RAPEUTICS. Edited by Louis S. Goodman and
Alfred Gilman. Third Edition. Macmillan, New
York, 1965.

THE ECONOMICS OF AMERICAN MEDI-
CINE by Seymour E. Harris. Macmillan, New
York, 1964.

PRINCIPLES OF INTERNAL MEDICINE. Ed-

ited by T. R. Harrison and Others. Fifth Edi-

tion. Blakiston; McGraw-Hill, New York, 1966.

VIRAL AND RICKETTSIAL INFECTIONS OF

MAN. Edited by Frank L. Horsfall, Jr. and

Igor Tamm. Fourth Edition. Lippincott, Phila-

delphia, 1965.

DIFFERENTIAL DIAGNOSIS. An Integrated

Handbook by Harold Thomas Hyman. Lippin-

cott, Philadelphia, 1965.

SCIENCE AND MEDICINE OF EXERCISE
AND SPORTS. Edited by Warren R. Johnson.

Harper & Row, New York, 1960.

THE ECONOMICS OF HEALTH by Herbert E.

Klarman. Columbia University Press, New York,

1965.

PRACTICAL DERMATOLOGY by George M.
Lewis and Clayton E. Wheeler, Jr. Third Edition.

Saunders, Philadelphia, 1967.

ENZYMES IN MENTAL HEALTH. Edited by

Gustav J. Martin. Lippincott, Philadelphia, 1966.

SURGERY. Principles and Practice by Carl A.

Moyer and Others. Third Edition. Lippincott,

Philadelphia, 1965.

PROGRESS IN NEUROLOGY AND PSYCHI-
ATRY. An Annual Review. Volumes 20, 21,

1965-66. Edited by E. A. Spiegel. Grune & Strat-

ton, New York.

SURGERY OF THE BILIARY TRACT, PAN-
CREAS AND SPLEEN by Charles B. Puestow.

Third Edition. Year Book, Chicago, 1964.

RADIOACTIVE ISOTOPES IN MEDICINE
AND BIOLOGY by Edith H. Quimby and Ser-

gei Feitelberg. Second Edition, Lea & Febiger,

Philadelphia, 1963.

IMMUNOLOGICAL DISEASES. Edited by Max
Sarnter. Little, Brown, Boston, 1965.

Maxcy-Rosenau PREVENTIVE MEDICINE
AND PUBLIC HEALTH. Edited by Philip E.

Sartwell. Ninth Edition. Appleton-Century-Crofts,

New York, 1965.

HEARING LOSS by Joseph Sataloff. Lippincott.

Philadelphia, 1966.

YOUR HEREDITY AND ENVIRONMENT by

Amram Scheinfeld. Lippincott, Philadelphia,

1965.

THE METABOLIC BASIS OF INHERITED
DISEASE. Edited by John B. Stanbury and

Others. Second Edition. Blakistin; McGraw-
Hill, New York, 1966.

SURGICAL FORUM. Proceedings of the Annual

Sessions of the American College of Surgeons.

Volumes 14, 15, 17. Chicago, 1963-66.

UNITED STATES DISPENSATORY AND PHY-
SICIANS’ PHARMACOLOGY. Edited by Ar-

thur Osol, Robertson Pratt, and Mark D. Alt-

schule. Twenty-Sixth Edition. Lippincott, Phila-

delphia, 1967.

THE STORY BEHIND THE WORD. Some In-

teresting Origins of Medical Terms by Harry

Wain. Thomas, Springfield, Illinois, 1958.

(Continued on Page 528)
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In peptic ulcer...

antacid
therapy

with a
new
benefit

CONTAINS A BALANCED
COMBINATION
OF THE MOST WIDELY
USED ANTACIDS—
FOR RAPID
NEUTRALIZATION.
PLUS SIMETHICONF—
TO CONTROL
THE FACTOR WHICH
ANTACIDS ALONE
CANNOT INFLUENCE.

In Mylanta, aluminum and magnesium hydroxides are

balanced to minimize the chance of constipation or laxation

and still achieve rapid acid neutralization and pain relief.

The positive action of simethicone helps relieve the pain-

ful gas symptoms which often accompany the peptic ulcer

syndrome.

The nonfatiguing flavor and smooth, nongritty consistency

of tablets and liquid encourage continued patient coopera-

tion during long-term therapy.

Composition: Each Mylanta chewable tablet or teaspoonful (5 ml.)

of liquid contains: magnesium hydroxide, 200 mg.; aluminum hydrox-

ide, dried gel, 200 mg.; simethicone, 20 mg. Dosage: one or two tab-

lets, well chewed or allowed to dissolve in the mouth, or one or two

teaspoonfuls of liquid to be taken between meals and at bedtime.

The Stuart Company, Pasadena, California

Division of Atlas Chemical Industries, Inc.
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(Continued from Page 526)

WEBSTER'S SEVENTH NEW COLLEGIATE
DICTIONARY. Merriam, Springfield, Massa-

chusetts, 1965.

BASIC HUMAN EMBRYOLOGY by P. L. Wil-

liams and C. P. Wendell-Smith. Lippincott, Phil-

adelphia, 1966.

NERVE ENDINGS IN NORMAL AND PATHO-
LOGIC SKIN. Contributions to the Anatomy of

Sensation by R. K. Winkelmann. Thomas, Spring-

field, Illinois, 1960.

YEAR BOOK OF ANESTHESIA. Edited by Stu-

art C. Cullen. 1965-1966 Series. Year Book, Chi-

cago, 1965.

YEAR BOOK OF CANCER. Compiled and Edited

by Randolph Lee Clark and Russell W. Cumley.

1964-

1965 Series. Year Book, Chicago, 1965.

YEAR BOOK OF CARDIOVASCULAR AND
RENAL DISEASES. Edited by W. Proctor Har-

vey and Others. 1964-1965 Series. Year Book,

Chicago, 1965.

YEAR BOOK OF DRUG THERAPY. Edited by

Harry Beckman. 1965-1966 Series. Year Book,

Chicago, 1966.

YEAR BOOK OF GENERAL SURGERY. Edited

by Michael E. DeBakey. 1963-1964 Series;

1965-

1966 Series. Year Book, Chicago, 1963;

1966.

YEAR BOOK OF MEDICINE. Edited by Paul

B. Beeson and Others. 1965-1966 Series. Year

Book, Chicago, 1965.

YEAR BOOK OF NUCLEAR MEDICINE. Ed-

ited by James L. Quinn, III. Volume 1. Year
Book, Chicago, 1966.

We have received the following books from the

Rhode Island Medical Journal. Reviews of some

of them have appeared in previous issues of the

Journal:

RESUSCITATION OF THE NEWBORN IN-

FANT AND RELATED EMERGENCY PRO-
CEDURES. Principles and Practice. Edited by

Harold Abramson. Mosby, Saint Louis, 1966.

CURRENT PRACTICE IN ORTHOPAEDIC
SURGERY. Volume 3. Edited by John P. Adams.
Mosby, Saint Louis, 1966.

NEW DRUGS. Evaluated by the American Med-
ical Association Council on Drugs. Chicago,

1965; 1966.

SELECTED QUESTIONS AND ANSWERS From
the Journal of the American Medical Association.

Chicago, 1966.

PATHOLOGY. Edited by W. A. D. Anderson.

Fifth Edition. Two Volumes. Mosby, Saint Lou-

is, 1966.

CLINICAL MANAGEMENT OF BEHAVIOR
DISORDERS IN CHILDREN by Harry Bak-

win and Ruth Morris Bakwin. Third Edition.

Saunders, Philadelphia, 1966.

TODAY’S HEALTH GUIDE. A Manual of

Health Information and Guidance for the Amer-

ican Family. Edited by W. W. Bauer. American

Medical Association, Chicago, 1965.

MASSAGE. Phinciples and Techniques by Gertrude

Beard and Elizabeth Wood. Saunders, Philadel-

phia, 1964.

PHYSICAL EXAMINATION OF THE JOINTS.
Edited by William P. Beetham and Others. Saun-

ders, Philadelphia, 1965.

RESPIRATORY CARE by H. H. Bendixen and

Others. Mosby, Saint Louis, 1965.

HANDBOOKS OF OBSTETRICS AND GYNE-
COLOGY byRalph C. Benson. Lange, Los Altos,

1964.

DYNAMIC PATHOLOGY. Structural and Func-

tional Mechanisms of Disease by Maurice M.
Black and Bernard M. Wagner. Mosby, Saint

Louis, 1964.

OCULAR AND ADNEXAL TUMORS. Sympo-

sium Sponsored by Department of Ophthalmol-

ogy, Baylor University College of Medicine. Ed-

ited by Milton Boniuk. Mosby, Saint Louis, 1964.

SYMPOSIUM ON CATARACTS. Transactions of

The New Orleans Academy of Ophthalmology.

Edited by Benjamin F. Boyd and Others.

Mosby, Saint Louis, 1965.

ENCYCLOPEDIA FOR MEDICAL ASSIST-

ANTS. Edited by Louis Braohman. Cathedral

Square Publishing Company, Milwaukee, 1965.

RADIOLOGIC DIAGNOSIS IN INFANTS AND
CHILDREN by Armand E. Brodeur. Mosby,

Saint Louis, 1965.

ATLAS OF HERNIA REPAIR by Carl H. Cai-

man. Mosby, Saint Louis, 1966.

DIET AND BODILY CONSTITUTION. In Hon-

our of Professor J. F. Brock. Ciba Foundation

Study Group #17. Edited by G. E. W. Wolsten-

•holme and Maeve O’Connor. Little, Brown, Bos-

ton, 1964.

COMPARATIVE BIOCHEMISTRY OF ARGI-
NINE AND DERIVATIVES. In Honour of

Professor J. Roche. Ciba Foundation Study

Group #19. Edited by G. E. W. Wolstenholme

and Margaret P. Cameron. Little, Brown, Bos-

ton, 1965.

FUNCTIONS OF THE CORPUS CALLOSUM.
In Honour of the Rt. Hon. Lord Adrian. Ciba

Foundation Study Group #20. Edited by E. G.

Ettlinger, A. V. S. deReuck and Ruth Porter.

Little, Brown, Boston, 1965.

HASHISH: ITS CHEMISTRY AND PHARMA-
COLOGY. In Honour of Professor Dr. G. Joachi-

moglu. Ciba Foundation Study Group #21. Ed-

ited by G. E. W. Wolstenholme and Julie Knight.

Little, Brown, Boston, 1965.

(Continued on Page 532)
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USE ‘POLYSPORIN’,
POLYMYXIN B-BACITRACIN

OINTMENT
for topical antibiotic therapy with minimum
risk of sensitization

Caution: As with other antibiotic products, prolonged use may
result in overgrowth of nonsusceptible organisms, including

fungi. Appropriate measures should be taken if this occurs.

Supplied in V2 oz. and 1 oz. tubes.

Complete literature available on request from Professional

Services Dept. PML.

BURROUGHS WELLCOME & CO. (U.S.A.) INC.

Tuckahoe, N.Y.

brand

POLYMYXIN B-BACITRACUt

OINTMENT

^prevent infection hi*

^urns,an<l abrasions;

aid in healing.

Coke has the taste
you never get

[tired of
[

' *

t

I

I M
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There are 9,550*

undetected diabetics in

Rhode Island
Most of these are probably among patients over 40; the overweight;

relatives of diabetics, and mothers of large babies. By the time polyphagia, polyuria,

polydipsia, pruritus or other overt symptoms of diabetes appear,

damage may have been done that could have been minimized.

DEXTROSTIX® gives you a reliable blood-glucose estimate in 60 seconds.

WhyWait?

Based on Statistical Report, U.S. Dept. Commerce, ed. 86, and Fisher, G. F., and Vavra, H. M.:

Pub. Health Rep. 80:961 (Nov.) 1965.

Note: DEXTROSTIX is not meant to replace the more precise analytical laboratory

procedures such as needed in glucose tolerance testing.
@

AmesAMES COMPANY, Division Miles Laboratories, Inc., Elkhart, Indiana 46514 426RC7



Picture of
low back pain

treated with
Parafon Fortew

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

r fon Forte helps to relieve pain,

tre mobility . . . stop pain-spasm feedback

r*s why. Parafon Forte provides

:

o alkylate analgesk equal to aspirin for the relief

iin, 1 -2 yet unlikely to produce the irritation to the

tc mucosa so often associated with salicylate

roy3

! skeletal muscle relaxant shown to have up to a
0 • span of action/-6 and to retain effectiveness

n n continued administration, 5-7 butwhich does not
e he central effects of tranquilizing compounds.

•s ibe Parafon Forte for lasting spasmolysis
1 lalgesia in sprains, strains, myalgias, low back
n bursitis and other musculoskeletal disorders,

ir patients will appreciate the restored comfort
1 sting freedom of movement it usually provides.

Cautions and side effects: Use with caution in patients with

known drug sensitivity. If a hypersensitivity reaction or symp-

toms suggestive of liver dysfunction are observed, the drug
should be stopped. Occasionally, drowsiness, dizziness, light-

headedness, malaise, overstimulation or gastrointestinal dis-

turbances may be noted; rarely gastrointestinal bleeding,

allergic skin rashes, petechiae, ecchymoses, angioneurotic

edema or anaphylactic reactions may have been drug associ-

ated. While Paraflex (chlorzoxazone) has been suspected as

being the cause of hepatic toxicity in approximately eighteen

patients, it was not possible to state that the dysfunction was
or was not drug induced. Dosage: Two tablets q.i.d. Supplied:

Scored, light green tablets, imprinted “McNEIL”—bottles of 100.

Reference*

:

1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 14:316,

1965. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,
J. L. A., et at.: Gastroenterology 44:146, 1963. 4. Conney, A. H., and Burns,
J. J.: J. Pharmacol. Exp. Ther. 126:340, 1960. 6. Settel, E.: Clin. Med. 6:1373,

1959. 6. Berman, H. H.. et al.: Dis. Nerv.

Syst. 25:430, 1964. 7. Darienzo, C.: Ibid.,

27:189, 1966. V Patent NO. 2, Ml, 077

McNEll LABORATORIES, INC., FORT WASHINGTON, PA.

( McNEII

)
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Attractive & Functional Offices

Designers & Suppliers of Offices

150 Oorrance Street • Providence 3, R. L • GAspee 1-5228

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treat-

ment of nervous and emotional disorders as well as
long term geriatric problems.

Phys ical, neurological psychiatric and psychological
examinations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and
conveniently located institution.

L. A. Senseman M.D., F.A.P.A., Medical Director
Edwin Dunlop. M.D. Michael G. Touloumtzis, M.A.
Oliver S. Lmdberg M.D. William H. Dunn, M.5.W.
P. Wendel Johnson, Ph.D. Therba Johnston, Ph D.

Referred oatients are seen daily (except Saturdays)
9-12 A.M., and by appointment.

R. I. Blue Cross Benefit; Tel Southqate t-8500

Special Rates for Lang Term Cere

/ 1 jemoriaf Sanita,rmm
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(Continued from Page 528)

CARDIO-MYOPATHIES. Ciba Foundation Sym-
posium. Edited by G. E. W. Wolstenholme and

Maeve O'Connor. Little, Brown, Boston, 1964.

CARIES-RESISTANT TEETH. Ciba Foundation

Symposium. Edited by G. E. W. Wolstenholme

and Maeve O’Connor. Little, Brown, Boston,

1965.

COLOLTR VISION. Physiology and Experimental

Psychology. Ciba Foundation Symposium. Ed-

ited by A. V. S. deReuck and Julie Knight. Lit-

tle, Brown, Boston, 1965.

COMPLEMENT. Ciba Foundation Symposium.

Edited by G. E. W. Wolstenholme and Julie

Knight. Little, Brown, Boston, 1965.

CONTROL OF GLYCOGEN METABOLISM.
Ciba Foundation Symposium. Edited by W. J.

Whelan and Margaret P. Cameron. Little,

Brown, Boston, 1964.

PREIMPLANTATION STAGES OF PREGNAN-
CY. Ciba Foundation Symposium. Edited by G.

E. W. Wolstenholme and Maeve O'Connor. Lit-

tle, Brown, Boston, 1965.

THE MASK OF SANITY by Hervey Cleckley.

Fourth Edition. Mosby, Saint Louis, 1964.

CURRENT DIAGNOSIS. A Biennial Volume of

Clinical Diagnostic Methods and Evaluations.

Edited by Howard F. Conn, Robert J. Clohecy,

and Rex B. Conn, Jr. Saunders, Philadelphia,

1966.

CURRENT THERAPY. Latest Approved Meth-

ods of Treatment for the Practicing Physician.

Edited by Howard F. Conn and Others. Saunders,

Philadelphia, 1965 and the Edition for 1966.

Tracy’s THE DOCTOR AS A WITNESS by Wil-

liam J. Curran. Second Edition. Saunders, Phila-

delphia, 1965.

ARTERIOGRAPHY. Principles and Techniques by

Joseph L. Curry and Willard J. Howland. Saun-

ders, Philadelphia, 1966.

DIURETIC THERAPY. An Appraisal of Diuretic

Drugs. Edited by Arthur C. DeGraff and Alan

F. Lyon. Mosby, Saint Louis, 1965.

ATLAS OF EXTERNAL DISEASES OF THE
EYE. Volume 1. Congenital Anomalies and Sys-

temic Diseases by David D. Donaldson. Mosby,

Saint Louis, 1966.

SURGERY OF THE FOOT by Henri L. DuVries.

Second Edition. Mosby, Saint Louis, 1965.

SURGERY IN AMERICA FROM THE COLONI-
AL ERA TO THE TWENTIETH CENTURY.
Selected Writings. Edited by A. Scott Earle.

Saunders, Philadelphia, 1965.

(Continued on Page 533)



Lately, you have been urged to use a semi-synthetic
penicillin as though it were a broad-spectrum antibiotic.

Should you ? In the face of the fact that the Council on
Drugs of the American Medical Association has for

some time advised against it?
1 And now the new (1967)

United States Dispensatory says much the same
thing, in even stronger terms—that the drug in question
is neither a broad-spectrum antibiotic in the sense that

the tetracyclines are, nor is it even the first penicillin

with a wider range of antibacterial action. 2

Should you , for example, in treating pneumonia ? The
rationale for using this penicillin in pneumonia is that
it is effective against Hemophilus influenzae as well as
against Diplococcus pneumoniae.

So, be it noted, is DECLOMYCIN.

But what about Mycoplasma pneumoniae, which may
be better known to you as Eaton Agent? No penicillin

is known to be effective against this common cause of

pneumonia. DECLOMYCIN is.

Some believe that Mycoplasma pneumoniae may
be responsible for upwards of 30 per cent of all cases
of pneumonia. 3 Could this mean that if you employ a
penicillin in pneumonia when the etiological agent is

unknown, there may be an automatic 30 per cent
chance of failure?

When you consider using a drug like a broad-spec-
trum antibiotic, why not use a true broad-spec-
trum antibiotic? Like DECLOMYCIN.

References: 1. A.M.A. Council on Drugs: New Drugs
1966 ed. Chicago: American Medical Association, p. 12,
2. Osol, A.; Pratt, R., and Altschule, M.D.: The United
States Dispensatory, 26th ed. Philadelphia: J. B.
Lippincott Co., 1967, p. 844. 3. Purcell, R. H., and
Chanock, R. M.: Role of Mycoplasmas in Human
Respiratory Disease. Med. Clin. N. Amer. 51:791
(May) 1967.

I-)IXT.().MY( IN'
DEMETHYLCHLORTETRACYCLINE

Prescribing information
on next page.



For a wide range of everyday

infections— respiratory,

urinary tract and others—
in the young and aged—the

acutely or chronically ill.

TRUE BROAD SPECTRUM
DECLOMYCIN Demethylchlortetracycline should be

equally or more effective than other tetracyclines when
the offending organisms are tetracycline-sensitive.

Contraindication: History of hypersensitivity to demethyl-

j

chlortetracycline.

Warning— In renal impairment, usual doses may lead to

excessive accumulation and liver toxicity. Under such

conditions, lower than usual doses are indicated, and, if (,

therapy is prolonged, serum level determinations may be

advisable. A photodynamic reaction to natural or artifi-l

cial sunlight has been observed. Small amounts of drug

and short exposure may produce an exaggerated sun-

burn reaction which may range from erythema to severe

skin manifestations. In a smaller proportion, photo-

allergic reactions have been reported. Patients should

avoid direct exposure to sunlight and discontinue drug at

the first evidence of skin discomfort. Necessary subse-

quent courses of treatment with tetracyclines should be

carefully observed.

Precautions—Overgrowth of nonsusceptible organisms

may occur. Constant observation is essential. If new in-

fections appear, appropriate measures should be taken.

In infants, increased intracranial pressure with bulging i

fontanels has been observed. All signs and symptoms
have disappeared rapidly upon cessation of treatment.

Side Effects—Gastrointestinal system—anorexia, nausea, l

vomiting, diarrhea, stomatitis, glossitis, enterocolitis, pru-l

ritus ani. Skin—maculopapular and erythematous rashes.

A rare case of exfoliative dermatitis has been reported.

Photosensitivity; onycholysis and discoloration of the

nails (rare). Kidney— rise in BUN, apparently dose re-

lated. Hypersensitivity reactions—urticaria, angioneurotic

edema, anaphylaxis. Teeth — dental staining (yellow- >

brown) in children of mothers given this drug during the

latter half of pregnancy, and in children given the drug

during the neonatal period, infancy and early childhood.

Enamel hypoplasia has been seen in a few children. If i

adverse reaction or idiosyncrasy occurs discontinue med-
ication and institute appropriate therapy.

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg
b.i.d. Should be given 1 hour before or 2 hours after t

meals, since absorption is impaired by the concomitant
administration of high calcium content drugs, foods and
some dairy products. Treatment of streptococcal infec-

tions should continue for 10 days, even though symp-
toms have subsided.

Capsules: 150 mg; Tablets: film coated, 300 mg, 150
mg, and 75 mg of demethylchlortetracycline HCI.

DECLOMYCIlS
DEMETHYLCHLORTETRACYCLINI

LEDERLE LABORATORIES, A Division of

American Cyanamid Company, Pearl River, New York
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CONFERENCE ON EYE HEALTH AND SAFETY

SPONSORED BY THE

RHODE ISLAND SOCIETY FOR THE PREVENTION OF BLINDNESS

In Cooperation with the State Departments of Health and Education

MONDAY, SEPTEMBER 18 At the COLONY MOTEL, Cranston, R. I.

— PROGRAM —
10:30 a.m. . . . Keynote Address.

Franklin M. Foote, M.D., Commissioner of Health,

Connecticut State Department of Health

10:45 a.m. . . . “Eye Problems of Children”

Albert E. Sloane, M.D., Surgeon, Massachusetts Eye and Ear Infirm-

ary, Boston

11:25 a.m. . . . Address by Educational Consultant, National Society for the Prevention

of Blindness, New York
11:45 a.m. . . . Recess. Buffet lunch (Dutch treat)

12:45 p.m. . . . Motion Picture. “Expedite: School Eye Safety”

1:00 p.m. . . . “Eye Safety”

Mr. Eric Spencer, Safety Officer, Brown University

1:40 p.m. . . . Motion Picture. “Sight for a Lifetime”

2:10 p.m. . . . “Eyes of Those Over Forty”

Edwin B. Murphy, M.D., Emeritus Professor of Ophthalmology,

Harvard Medical School

Question and Answer Period

2:50-3:30 p.m. Panel Discussion on Work of the R.I. Society for the Prevention of

Blindness

ON THE MEDICAL LIBRARY
BOOKSHELVES

((Continued from Page 532)

CLINICAL NEUROLOGY by Frank A. Elliott.

Saunders, Philadelphia, 1964.

CURRENT SURGICAL MANAGEMENT III.

Book of Alternative Viewpoints on Controversial

Surgical Problems. Edited by Edwin H. Ellison

and Others. Saunders, Philadelphia, 1965.

SPONTANEOUS REGRESSION OF CANCER
by Tilden C. Everson and Warren H. Cole.

Saunders, Philadelphia, 1965.

FOUNDATIONS OF ANESTHESIOLOGY by Al-

bert Faulconer, Jr. and Thomas E. Keys. Two
Volumes. Thomas, Springfield, Illinois, 1965.

AN ATLAS OF FINE STRUCTURE. THE
CELL. Its Organelles and Inclusions by Don
W. Fawcett. Saunders, Philadelphia, 1966.

PRINCIPLES OF CHEST ROENTGENOLOGY.
A Programed Text by Benjamin Felson, Aaron
S. Weinstein, and Harold B. Spitz. Saunders,

Philadelphia, 1965.

MODERN HOME REMEDIES AND HOW TO
USE THEM by Morris Fishbein. Doubleday,

Garden City, 1966.

EMERGENCY TREATMENT AND MANAGE-
MENT by Thomas Flint, Jr. Third Edition.

Saunders, Philadelphia, 1964.

MANAGEMENT of the patient with
SUBNORMAL VISION by Gerald Fonda. Mos-

by, Saint Louis, 1965.

DISEASES OF THE HEART by Charles K. Fried-

berg. Third Edition. Saunders, Philadelphia,

1966.

FUNDAMENTALS OF ORTHOPAEDICS by

John J. Gartland. Saunders, Philadelphia, 1965.

SYNOPSIS OF CARDIOLOGY by William I.

Gefter, Bernard H. Pastor, and Ralph M. My-
erson. Mosby, Saint Louis, 1965.

TWINS: Twice the Trouble, Twice the Fun by

Betsy Holland Gehman. Lippincott, Philadelphia,

1965.

CURRENT PEDIATRIC THERAPY 1966-1967

by Sydney S. Gellis and Benjamin M. Kagan.

Saunders, Philadelphia, 1966.

BETTER HEATH FOR WOMEN by Charles R.

A. Gilbert. Doubleday, Garden City, 1964.

MEDICAL PHARMACOLOGY. Principles and

Concepts by Andres Goth. Third Edition. Mosby,
Saint Louis, 1966. (Continued on Page 536)
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THE MIRACLE OF SUPERSONIC AIR TRAVEL

Ward Rounds in the Morning in Rhode Island and a Medical

Meeting in Tokyo in the Evening in the Offing for Physicians

Think the jet travels fast? There’s a time com-

ing when they’ll be considered slow pokes. Imagine

300 air “commuters” leaving New York at 7:00

a.m., arriving in Honolulu in time for a second

breakfast and a refreshing swim in the blue Pacific,

pushing on to Tokyo for lunch- and a shopping

spree, and then pressing on around the world to

New York for breakfast. All this in about 24 hours

and in broad daylight all the way.

Impossible? Today, yes. But in the 1970's (just

around the corner) this kind of “commuting” will

be done without any effort worth mentioning. For

the miracle of supersonic air travel is speeding

within reach faster than it takes to tell about it.

When the Federal Aviation Agency early this

year gave the go-ahead to build an 1850-miles per

"hour Supersonic Transport (SST), it opened the

curtain to an era that had existed only in science

fiction. And when Trans World Airlines became

first in line for delivery of the first U.S.-made SST

by depositing down payments with the FAA back

in 1963, it set the stage for a revolution in commer-

cial air travel that has no parallel.

Even in today’s sophisticated era, with astro-

nauts whizzing around the world in minutes, the

mind still boggles at the thought of traveling faster

than sound. Just what does 1850 miles an hour

mean in terms we can comprehend? It means going

one mile every two seconds. It means traveling from

New York City to Albany in less time than it takes

to read this article. It means traveling faster than

the earth rotates — racing the sun and winning,

departing New York and arriving in Los Angeles

an hour earlier than you’ve left. It means that dis-

tances no longer will be considered in terms of miles,

but rather, in minutes, and that we’ll be next door

neighbors to the whole world, because TWA’s SST

will be able to circle the globe in the span of a day,

including ground stops.

But passengers in the SST won’t feel the speed

any more than they feel the speed of a conventional

jet plane. For one thing, you’ll be riding so high-

65,000 feet up — that you won't notice. The view

from that height will be “out of this world.” You’ll

see a panorama of earth, sea and sky that until now

has been the special province of the astronauts.

Take-offs and landings won’t be any different

from those of, say, a 707. That’s because Boeing

has designed what is literally a swinging plane. The

wings, for example, can be swung from a 20-degree

sweep for landing, to 30 degrees for a take-off in

less runway than a 707 requires, all the way back

to 72 degrees to meet the tail assembly and form

a delta wing for supersonic cruising speeds. They
can also swing into an intermediate 42-degree for

subsonic speeds in the 600 m.p.h. range. Even its

needle nose is hinged — it can be swung forward

of the flight deck for top visibility during landing.

For the statistically minded, the SST will meas-

ure 306 feet longer than a football field from nose

to tail and will stand 46 feet high. The wingspan

will vary from 106 feet at the 7 2 -degree angle to

180 feet at the 20-degree sweep. It will hold nearly

300 passengers, depending on the interior design,

and will have a range of over 4,000 miles.

Inside will be pure comfort. The cabin will be

wider than today’s jetliners. Lavish and imaginative

use of color, layout and lighting will add to the

aura of comfort and ease.

The SST will be a four-engine plane. Designed

by GE, the engines are awsome packages of power.

Twenty-five feet long and six in diameter, they

each will deliver more than 60,000 pounds of thrust.

And controlling the flights will be a team of

TWA experts who already have “logged” hundreds

of thousands of miles of supersonic “flight” — in

rigorously controlled practice sessions. TWA flight

planners, for instance, have been mapping SST
routes and alternate routes meeting every type of

flying condition around the world with computers,

while the airline’s crack pilots have been “flying”

the SSTs for several years in flight simulators.

In addition to all this preparation, there will be

several more years of actual flying in SSTs before

passenger operations are inaugurated, before the

most exciting era of air travel the world has ever

known opens. It’s enough to make even Jules Verne

sit up and take notice!
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ON THE MEDICAL LIBRARY
BOOKSHELVES

(Continued from Page 533)

OBSTETRICS. From the Original Text of Joseph

B. DeLee, by J. P. Greenhill. Saunders, Philadel-

phia, 1965.

PEDIATRIC ELECTROCARDIOGRAPHY. Nor-

mal and Abnormal Patterns, Incorporating the

Vector Approach by Warren G. Guntheroth.

Saunders, Philadelphia, 1965.

PROBLEM CASES FROM FRACTURE GRAND
ROUNDS AT THE MASSACHUSETTS GEN-
ERAL HOSPITAL by William H. Harris, Wil-

liam N. Jones, and Otto E. Aufranc. Mosby,

Saint Louis, 1965.

SURGERY OF THE BILIARY PASSAGES AND
THE PANCREAS by Walter Hess. Translated

from the German by Heinrich Lamm. Van Nos-

trand, Princeton, 1965.

PREVENTIVE MEDICINE. Principles of Preven-

tion in the Occurrence and Progression of Dis-

ase. Edited by Herman E. Hilleboe and Granville

W. Larimore. Saunders, Philadelphia, 1965.

BUSINESS MANAGEMENT OF A MEDICAL
PRACTICE by Bernard D. Hirsh. Mosby, Saint

Louis, 1964.

Leopold’s PRINCIPLES AND METHODS OF
PHYSICAL DIAGNOSIS by Henry U. Hop-

kins. Third Edition. Saunders, Philadelphia,

1965.

CONDITION CRITICAL. Our Hospital Crisis by

Edwin P. Hoyt. Holt, Rinehart and Winston,

New York, 1966.

A MANUAL OF TROPICAL MEDICINE by

George W. Hunter, William W. Frye, and J.

Clyde Swartzwelder. Fourth Edition. Saunders,

Philadelphia, 1966.

CONTROVERSY IN INTERNAL MEDICINE.
Edited by Franz J. Ingelfinger and Others. Saun-

ders, Philadelphia, 1966.

HALLUX VALGUS, ALLIED DEFORMITIES
OF THE FOREFOOT AND METATARSAL-
GIA by H. Kelikian. Saunders, Philadelphia,

1965.

DISORDERS OF THE RESPIRATORY TRACT
IN CHILDREN. Edited by Edwin L. Kendig,

Jr. Saunders, Philadelphia, 1967.

EMERGENCY CARE OF THE SICK AND IN-

JURED. Edited by Robert H. Kennedy for the

Committee on Trauma of the American College

of Surgeons. Saunders, Philadelphia, 1966.

INFECTIOUS DISEASES OF CHILDREN by

Saul Krugman and Robert Ward. Mosby, Saint

Louis, 1964.

ANIMALS PARASITIC IN MAN by Geoffrey La-

Page. Revised Edition. Dover Reprint, New
York, 1963. Published Originally by Penguin

Books, 1957.

THE ADVANCE OF THE FUNGI by E. C.

Large. Dover Reprint, New York, 1962. Pub-

lished Originally by Jonathan Cape Ltd., 1940.

FUNDAMENTALS OF CLINICAL HEMATOL-
OGY by Byrd S. Leavell and Oscar A. Thorup,

Jr. Second Edition. Saunders, Philadelphia, 1966.

THE ADDICT AND THE LAW by Alfred R.

Lindesmith. Indiana University Press, Blooming-

ton', 1965.

CITY PSYCHIATRIC by Frank Leonard. With a

Foreword by John B. Martin. Ballantine, New
York, 1965.

BONE TUMORS by Louis Lichtenstein. Third

Edition. Mosby, Saint Louis, 1965.

A HISTORY OF PATHOLOGY by Esmond R.

Long. Dover Reprint Enlarged and Corrected,

New York, 1965. Published Originally by Wil-

liams & Wilkins, 1928.

ALCOHOL AND CIVILIZATION. Edited by Sal-

vatore Pablo Lucia. McGraw-Hill, New York,

1963.

FROM AUSCULTATION TO PHONOCARDIO-
GRAPHY by Aldo A. Luisada. Mosby, Saint

Louis, 1965.

TRAUMA TO THE LIVER by Gordon F. Mad-
ding and Paul A. Kennedy. Volume III in the

Series, Major Problems in Clinical Surgery. J.

Engelbert Dunphy, Consulting Editor. Saunders,

Philadelphia, 1965.

FERMENT IN MEDICINE. A Study of the Es-

sence of Medical Practice and of Its New Dilem-

mas by Richard M. Magraw. Saunders, Philadel-

phia, 1966.

THE HORMONE QUEST by Albert Q. Maisel.

Random House, New York, 1965.

RHEUMATIC FEVER. Diagnosis, Management

and Prevention by Milton Markowitz and Ann
Gayler Kuttner. Volume II in the Series, Major

Problems in Clinical Pediatrics. Alexander J.

Schaffer, Consulting Editor. Saunders, Philadel-

phia, 1965.

CLINICAL EXAMINATION IN NEUROLOGY
by Members of the Sections of Neurology and

Section of Physiology, Mayo Clinic and Others.

Second Edition. Saunders, Philadelphia, 1963.

HERITABLE DISORDERS OF CONNECTIVE
TISSUE by Victor A. McKusick. Third Edition.

Mosby, Saint Louis, 1966.

1966—DRUGS OF CHOICE— 1967. Edited by

Walter Modell. Mosby, Saint Louis, 1966.

A MANUAL OF SIMPLE BURIAL by Ernest

Morgan. Third Edition. Celo Press, Burnsville,

N.C., 1966.

CURRENT CONCEPTS IN MEDICAL PRAC-
TICE. Edited by John E. Mullins. Mosby, Saint

Louis, 1965.

MANAGEMENT OF THE PATIENT WITH
CANCER. Edited by Thomas F. Nealon, Jr.

Saunders, Philadelphia, 1965.
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OPHTHALMOLOGY. Principles and Concepts by

Frank W. Newell. Mosby, Saint Louis, 1965.

CURRENT CONCEPTS OF THYROID DIS-

EASE. A Programmed Self-Instructional Review

for Physicians. Developed by Pfizer Laboratories,

Spectrum and Basic Systems, Inc. 1965.

RESULTS OF SURGERY FOR PEPTIC ULCER.
A Cooperative Study by Twelve Veterans Ad-

ministration Hospitals. Edited by R. W. Postle-

thwait. Saunders, Philadelphia, 1963.

HEART ATTACK by Myron Prinzmetal in Col-

laboration With William Winter. Simon and

Schuster, New York, 1965.

SCINTILLATION SCANNING IN CLINICAL
MEDICINE. Based on a Symposium Sponsored

by the Department of Radiology of the Bowman
Gray School of Medicine. Edited by James L.

Quinn III. Saunders, Philadelphia, 1964.

REHABILITATION MEDICINE. A Text Book

on Physical Medicine and Rehabilitation by

Howard A. Rusk and Others. Second Edition.

Mosby, Saint Louis, 1964.

DISEASES OF THE NEWBORN by Alexander

J. Schaffer. Second Edition. Saunders, Philadel-

phia, 1965.

THE RETINAL VESSELS by R. Seitz. Translated

by Frederick C. Blodi. Mosby, Saint Louis, 1964.

STEREOSCOPIC ATLAS OF MASTOIDOTYM-
PANOPLASTIC SURGERY by Harold F. Schu-

knecht, Werner D. Chasin, and John M. Kurk-

jian. Mosby, Saint Louis, 1966.

CANCER OF THE FEMALE REPRODUCTIVE
ORGANS by Alfred I. Sherman. Mosby, Saint

Louis, 1963.

OPERABLE HEART DISEASE by Howard D.

Sirak. Mosby, Saint Louis, 1966.

ABORTION AND THE LAW. Edited by David
T. Smith. Western Reserve University, Cleve-

land, 1967.

NEURO-OPHTHALMOLOGY. Symposium of the

University of Miami and the Bascom Palmer

Eye Institute. Compiled and Edited by J. Law-
ton Smith. Mosby, Saint Louis, 1965.

ANATOMY AND SURGICAL TECHNIQUE OF
GROIN DISSECTION by John S. Spratt, Jr.,

William Shieber and Burl Mayes Dillard. Mosby,
Saint Louis, 1965.

EXPERIENCE IN RENAL TRANSPLANTA-
TION by Thomas E. Starzl. Saunders, Philadel-

phia, 1964.

CARDIAC ARREST AND RESUSCITATION by
Hugh E. Stephenson, Jr. Second Edition. Mosby,
Saint Louis, 1964.

DOCTOR AND PATIENT AND THE LAW by
C. Joseph Stetler and Alan R. Moritz. Fourth
Edition. Mosby, Saint Louis, 1962.

HISTORY OF THE AMERICAN MEDICAL
WRITERS ASSOCIATION by Harold Swan-
berg. Two Volumes. Society for Academic
Achievement, Quincy, Illinois, 1965,

PHYSIOLOGIC FOUNDATIONS FOR MAR-
RIAGE COUNSELING by Joseph B. Trainer.

Mosby, Saint Louis, 1965.

MANAGEMENT OF JUVENILE DIABETES
MELLITUS by Howard S. Traisman and Alvah
L. Newcomb. Mosby, Saint Louis, 1965.

A SYNOPSIS OF CONTEMPORARY PSYCHI-
ATRY by George A. Ulett and D. Wells Good-

rich:. Third Edition. Mosby, Saint Louis, 1965.

TEXTBOOK OF OBSTETRICS by John C. Ul-

lery, Zeph J. R. Hollenbeck and Others. Mosby,

Saint Louis, 1965.

United States Army in World War II. The Techni-

cal Services. THE MEDICAL DEPARTMENT:
MEDICAL SERVICE IN THE MEDITER-
RANEAN AND MINOR THEATRES by
Charles M. Wiltse. Office of the Chief of Mili-

tary History, Department of the Army, Wash-
ington, D.C., 1965. U.S. Government Printing

Office.

SURGERY IN WORLD WAR II. Thoracic Sur-

gery. Volume II. Medical Department, United

States Army. Office of the Surgeon General, De-

partment of the Army, Washington, D.C., 1965.

U.S. Government Printing Office.

POLYPOID LESIONS OF THE GASTROIN-
TESTINAL TRACT by Claude E. Welch. Vol-

ume II in the Series, Major Problems in Clinical

Surgery. J. Englebert Dunphy, Consulting Ed-

itor. Saunders, Philadelphia, 1964.

Rypins’ MEDICAL LICENSURE EXAMINA-
TIONS by Arthur W. Wright. Tenth Edition.

Lippincott, Philadelphia, 1965.

“GOODNESS,
what must you think of me,

dropping my purse so clum-

sily in the street!” ex-

claime the flushed young
girl. The handsome strang-

er gallantly placed it in

her hand. “I think,” he

suggested, “we should re-

fresh ourselves with a

sparkling glass of War-
wick Club Pale Dry Ginger

Ale, available in the full

32 - ounce quart bottle.”

“What a pleasant thought,”

she murmured happily, “it

sings in the glass . .
.”
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Mr. President, and my friends of Rhode Island.

I came here to Rhode Island with a great sadness.

I know all of you feel at the tragic loss of your

great citizen and your great friend of health

throughout the world, John Fogarty. I always wel-

comed these trips to Rhode Island, especially to

greet him, for he was a dear friend and I think,

along with Senator Lister Hill, and Mary Lasker,

the three have done more for health in this country

and the world than any other living persons.

I also would like to say ‘‘Thank You’’ in his

home town to my colleague of seven years on the

Health Resources Committee, Mr. Oliver G. Pratt,

who served as our senior hospital consultant and

who gave us unbelievable help throughout the years.

When I chose my title eight months ago, “Sick

People in a Troubled World,” I didn’t know that

I would speak to you on the subject I intend to

speak about tonight. I shall talk to you about the

sickest people in the most troubled spot in the

world. Vietnam, for I just reutrned from a mission

there three weeks ago.

MISSION TO KOREA
I shall take you on a journey with me that starts,

not in Vietnam, but in Korea in February of 1953.

I was asked to make this mission by President

Dwight D. Eisenhower to see what the needs of

this devastated and war-torn country were and

what could be done about it on a people-to-people

basis, not just a government-to-government basis.

Korea was still at war, and within one’s quarters

in Seoul you could hear the guns on the periphery

of the city as you hear them these nights in Saigon.

Korea had lost a million people, twice as many as

•Delivered at the 156th Annual Scientific Assembly
of the Rhode Island Medical Society, at Providence,
R.I., May 9, 1967. This copy based on transcript of

extemporaneous remarks.

we lost in World War I, World War II, and Korea

put together.

I often tell a little story about the health situa-

tion in Korea. If you would take any town that

you know in Rhode Island of 25,000 people, de-

stroy a third of the houses, have just enough fuel

to heat one hot meal a day, and carry all of your

water from a polluted stream a quarter of a mile

to a mile away, in this town of 25,000 you would

have 2,500 open cases of tuberculosis, a pneumonia

rate ten times that of this country, a totally in-

adequate diet for everyone, and 25,000 cases of

parasitic intestinal infection or some type of skin

disease. To meet the medical needs of these 25,000

people, there would be one poorly trained physician

and one-half of one nurse.

That was the health situation in Korea in 1953.

We came back and organized the people-to-people

program through American Korean Foundation. We
had a Help Korea train go across the country; it

started with one train and ended up with four. We
picked up everything from pads and pencils for the

school children to locomotives and a train-and-a-

half of livestock. Four shiploads went to Korea in

August, 1953; the uneasy truce was on when our

program was started.

Today, there are 600,000 youngsters in the 4-H

Clubs in Korea, with animals in their thirtieth

generation; and this group of youngsters has al-

ready brought into fertile production more than

200,000 acres of land by piling the stones, one by
one, building terraces up the mountains. Their goal

is a million acres by 1975, and I think they will

reach it in the next few years.

We brought 600 young doctors over to the LT .S.

I know some of them trained with you, in all of

the specialties of medicine. They are now the back-

bone of the medical teaching programs in Korea.

I can give you just one figure that came from my
recent visit there. In 1953 the life expectancy in

Korea was 31 years. In 1965 it was 61.8 years. Life

expectancy doubled in the short period of fourteen

years. If you went to Korea after being in other

parts of southeast Asia today, I know you would
(Continued on next page)
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have the same reaction that I had, one of a

spiritual transfusion. You would see a people who
had been on their knees and who asked only for

help to fight to be free, and now they are a nation

that is economically sound and healthy. It is one

place in the world where you can go and you can

be sure nobody is going to say: “Yankee, go home!”

I would think you would feel that our investment

there has been a sound one.

FIRST MISSION TO VIETNAM
In September of 1965, I was asked by President

Lyndon B. Johnson to make a similar mission to

Vietnam to study the problems there of the refugees

and the health problems of the population in gen-

eral. There were then estimated to be about a mil-

lion refugees in Vietnam, about the same number

they had in Korea in 1953. They had a differ-

ent problem, because in Korea the year before war

was declared the Communists drove across the 38th

parallel a million people from the north. They were

the old, the halt, the lame, and the blind. They felt

that by throwing this tremendous problem on an

already tottering economy they could win the war

without fighting. It has just the opposite effect on

the people. They shared their rice; and, if you will

remember the pictures of those days, you never

saw anyone ride on a cart pulled by other people,

except someone who was very old or very young.

This sharing gave them spiritual strength that was

incalculable.

In Vietnam it is different. When an area is going

to be a combat area, that fact is announced to the

people and they are advised to get out. Most of

the people do get out. Some don’t, and they get

hurt. The escapees go to the nearest semi-safe place.

This then becomes a refugee camp. They take their

few belongings and whatever rice they have with

them and are given an allowance of five cents a day

for food. They live there in a very primitive situa-

tion until their home area is cleared, and then they

go back if that is possible. The number of refugees

and the locales vary.

I saw one phenomenon at the refugee camps that

gave me a deep insight into the character of the

Vietnamese people. Everyone knows that if a man
is hungry enough he will steal. This was true in

every concentration camp in every war, regardless

of which side was involved. But here, for the first

time in my knowledge, hungry people pooled their

rice. If I came in with a half sack of rice, I would

put it in a common bin. If you didn’t have any,

you shared mine. And when you got your five cents

a day, you put your rice in and I got my share.

This was an honor system, and it worked without

difficulty. This, to me, was indicative of the charac-

ter of these people.

I became particularly interested when I was on

my first mission there with the problems of the

amputees. They had been accumulating for some
twenty years. This was also true with the chil-

dren who were disabled from polio, which has

been endemic through the years. I asked, on
this first mission, if they used oral polio vaccine in

the provinces. I was told that they had not, and

the reason is one that you wouldn’t guess. They
didn’t use it because there was not electricity and

there were no ice boxes in the provincial hospital

where it could be preserved. But that is taken care

of now.

It was estimated that they had between 25,000

and 35,000 amputees in Vietnam; and, as I have

said ,these were cumulative over a period of twenty

years. They had a small rehabilitation center in

Saigon, where they made six primitive limbs a

month and about an equal number of new braces.

It seemed that this was a place where we could take

our first steps to help the Vietnamese people. We
were fortunate to have a young Spanish limbmaker

at our Institute in New York who had been on

teaching missions for five years in South America,

Ethiopia, India, and other countries in the Far

East. He developed a teaching method by which,

if he were given plastic and component parts of

braces and of artificial limbs, he could train a rea-

sonably good brace-maker, limb-maker, and fitter

in four months. This had been demonstrated, so

we weren’t going into unknown territory.

Under a contract with the Federal AID program,

we sent this teacher to Vietnam on January 1
,
1966.

He took forty-four young Vietnamese men for

training, and at the end of the fifth month they

were producing 500 modern limbs a month, as fine

as you can get in this country. I also think you, as

taxpayers, would be interested to know that the

unit cost of the below-the-knee, modern plastic,

well-fitted limb, as good as you can buy any place

in the world, was $28.00. The same limb in this

country would cost at least $300.00. For above-

the-knee limbs, the cost is about $60.00. Artificial

arms, with the best hands available, cost about

$135.00 because the components parts cost $110.00.

The program continued to operate, and the need

became greater and greater as we began to fly in

amputees from the provinces. They stayed in

primitive quarters; after two or three weeks, their

fittings were complete and they would be flown

back to their villages.

We had dozens of the Viet Cong who defected

in order to get limbs; and they came in with the

most primitive prostheses you ever saw, whittled

by hand. Old John Silver’s peg leg would have

looked like a computer machine compared to these

primitive limbs. It also might interest you to
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know that there are more defections from the north

and from the Viet Cong for health than for any

other reason. In Vietnam, for some unknown rea-

son, there are a very large number of children with

harelip and cleft palate. This is not only a physical

disability in Vietnam, but a social disgrace; and

mothers will carry their children a hundred miles

to get any kind of surgery, even just a stitching of

the skin. Young physicians in our military hospitals

are working in the provincial hospitals whenever

they can, in order to help these unfortunate chil-

dren.

This prosthetic program is going well. On my last

mission one of the prime objectives was to set up

two branch units, one in Da Nang below the 17th

parallel where the heavy fighting is going on and

one of the most severe combat areas in Vietnam,

and the other at Cantho on the Mekong Delta

which is also a heavy combat area.

On this mission I asked to see the paraplegics in

the largest military hospital and was told they

were in a special program at a resort city about

70 miles outside of Saigon. When I asked to go

there, they said: ‘‘Only by helicopter, because the

roads are mined by the Viet Cong. We will fly you

up there in nineteen minutes.” We flew over the

Viet Cong territory and landed without incident. I

walked into what was the worst ward I have ever

seen in my whole life. When you walked into this

ward, you saw and smelled death.

There were seventy-five paraplegic patients in

there, literally waiting to rot to death from bed

sores. There was no doctor, and there were no

nurses there. There was no equipment. One in-

genious fellow had the only piece of equipment I

saw, a gauze bandage that had been tied around

each great toe; and by yanking on it, he could

move his paralyzed legs.

I couldn't get this terrible scene out of my mind.

When I came back and gave my report to the Pres-

ident, he asked what could be done for these men.

I said:

“There are only two things that can be done. We
can leave them there to die, and it won’t take very

long, or we could airlift the whole group over in

one of the big giant new 145’s and bring a team
over with them to train — doctors and corpsmen

but no nurses, because they just don’t exist there.

The number of really trained, qualified nurses there

is still so small that you can hardly count them.

We will train the team while the group is being re-

habilitated, because it is impossible to send the

specialists there. The services necessary are so com-
plex.”

On the first of November, 1965 this group was
flown to the Veterans Hospital at Castle Point.

Here a special rehabilitation staff had been organ-

ized with interpreters and a Vietnamese component

of doctors, nurses, and corpsmen for training. Nine

months after they arrived, the first twenty-seven

returned to Vietnam rehabilitated. They were

greeted with unbelievable joy by the Vienamese

people; and, when I was there last month, twenty-

five of the twenty-seven were living with their

families, at home. There were nine in vocational

school, completely self-sufficient; and the rest of

the group will be back before July 1, 1967.

The first young Vietnamese doctor has already

started a new unit of rehabilitation in Saigon, the

first center for paraplegics in Vietnam. The second

young man, who goes back next week, will head up

a program in the military hospital where there is

no program at present. It is estimated that there

are between 300 and 400 paraplegics in Vietnam.

In the United States we had 2,500 in World War II.

as you will remember, of whom 1,780 are today

living in their own homes and driving their own

cars; and 1,500 of them are at work in competitive

industry. This Vietnam paraplegic program is now

off the ground.

SECOND VISIT TO VIETNAM
I have just returned from my second visit to

Vietnam. I was asked to look into the problems of

the disabled civilians and their medical services. I

asked to see a cross-section of hospitals from the

13th parallel to the gulf of Siam. I started at Da
Nang.

For your information, there are only 1,000 doc-

tors in Vietnam, and 800 are in the military service.

There are areas of a half a million people with no

doctor, but not just now; they have never had a

doctor. There are 45 provincial hospitals in Viet-

nam; most of them are old buildings without elec-

tricity, water, or toilet facilities, the most primitive

facilities you have ever seen. At the present time,

in the 45 hospitals, there are 44 free world medical

teams working with a few Vietnamese doctors and

corpsmen. These teams come from the United States

Public Health Service, from the three branches of

the United States military, and from volunteers;

and there are eleven other countries, including Aus-

tralia, New Zealand, and the Philippines, that have

the finest medical teams that operate in Vietnam

today. I am proud to include also the Koreans, for

they have done a magnificent job. They know how
to adapt themselves to difficult conditions, and

they know how to work with the people.

I have been upset for a considerable period of

time by two or three reports. One was the January

issue of Ramparts Magazine, which showed on its

cover, which was in black and blood red, a burned

child pilloried to cross with two American G.I.’s

pointing bayonnets to the side. I was disturbed

(Continued on next page)
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by the signs that students carried, when the Vice

President spoke at Stanford University: “How
many babies did you fry before breakfast this

morning?”

I felt that a picture had been built up in this

country of thousands of badly disabled children on

the streets begging for help that was not available.

I wanted to find out about this. I had believed,

and had so stated publicly, that General James N.

Humphreys, head of the program in Vietnam and

the distinguished surgeon who had removed a live

grenade from a farmer’s back, had established in

concept the best health program for civilians that I

had ever known. That was why I asked to see all

types of hospitals and to get the best casualty esti-

mates that we could get.

We started to Da Nang. The Marines are there,

as well as the Air Force and the Navy is off-

shore. There are also Army units in this area. Da
Nang is 450 miles north of Saigon. The housing is

so tight you can’t stay overnight; you have to fly

back the 450 miles to Saigon before dark, if you

want some place to stay, because in Vietnam you

do not fly at night unless you want to be shot at.

We arrived at Da Nang at a critical time. They

had 800 patients in a hospital with a 400-bed ca-

pacity, and for a number of reasons. Three nights

before we arrived the Viet Cong lobbed two 70-

millimeter Russian rockets at the air base. They
overshot and hit a village on the other side, killing

thirty and wounding seventy more. We were to

go another 40 miles farther north from there that

afternoon to see a very primitive outpost hospital,

but the airport was weathered in. We asked to go

o an alternate airport ten miles away. They agreed

that we could land there; but they would not ad-

vise us to take a ten-mile trip by car, because a

civilian bus was blown up just the day before. The
road was min d by the Viet Cong, and there had
been 40 casualties there. These were also in the

Da Nang hospital. The U.S. had aborted an air

strike fifty miles north, and there were 50 casual-

ties from that situation. A young orthopedic sur-

geon from the Lahey Clinic was operating on an
eighteen-hour day shift and doing a magnificent

job.

NAPALM CANARD
I asked at Da Nang and at every hospital to see

every burn case. There were over 30 in the hos-

pital at Da Nang and not a single one from na-

palm; they were all from gasoline. Gasoline is

easy to obtain on the black market. The unfortu-

nate villagers tried to use it like coal oil for fuel,

and burns are the results.

In the total number of hospitals I visited I saw
300 burn cases; and every single one of them was
from gasoline or house fires — not one from na-

palm. Some ten per cent of the total burn cases

needed some type of plastic surgery, and possibly

two per cent needed extensive plastic surgery.

In Da Nang there were two patients in almost

every bed, especially in the surgical wards. However,

this is mores — not necessarily necessity. If a child

is ill or hurt and is admitted to the hospital, the

mother comes in and sleeps in the bed with the

child; and, if in addition she has a nursing child,

the nursing child sleeps there too, while her other

children may sleep under the bed if there is no

“babysitter” for them.

We hear people say: “Isn’t it awful to have these

people sleep on the hard floor with only a straw

mat?” Well, thye have never slept on anything

else in their lives, and they would be miserably un-

comfortable on an inner spring mattress. Also,

the straw mat can be burned if soiled and easily

replaced.

In Vietnam the patients’ families live in the com-

pound, and they feed and cook for the patients; the

hospital doesn’t feed them.

The medical wards are as tragic as the surgical.

For example, I saw at least ten patients dying with

perforated intestines from typhoid. There were a

half dozen cases of cholera, which interestingly

is not a great problem any more.

I think it is one of the greatest pieces of clinical

research based on physiological observation in the

history of medicine. I refer to the basic work done

in India, Pakistan, and Egypt by our Navy and

Public Healt hresearch teams. A number of these

workers contracted cholera themselves, while mak-

ing the observations that it wasn’t really cholera that

was the killer. It was the dehydration and the loss

of electrolytes that was lethal. If you gave enough

replacement fluid, the patient would survive.

The mortality rate in cholera used to be esti-

mated at 75 per cent. An epidemic could wipe out

a whole city or country, as it has, historically, on

many occasions. I obtained from Doctor William

Stewart, Surgeon General of the United States Pub-

lic Health Service, only last week, the present fig-

ures on the cholera death rate in Vietnam. It is

0.9 per cent. Now we know that cholera is really a

mild disease, and that it is the dehydration that

kills.

I saw at least twenty cases of tetanus in the Da
Nang hospital. The cases were all far advanced

with a mortality of 90 and 100 per cent ordinarily.

However, these magnificent young American doc-

tors, with their modern knowledge of anesthesiology

and an unlimited amount of antitoxins, had lowered

the death rate to under 50 per cent. In these med-

ical wards you could see anything you desired, as

far as bizarre, exotic medical problems are con-

cerned.
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VIET CONG ATROCITIES

Most of the patients in Vietnamese provincial

hospitals were women or children. We tried to

evaluate why they were there. There is no highly

accurate way that you can evaluate, but you can

get some general idea. We tried to group the disa-

bilities. If they came from air strikes or artillery,

unquestionably they were caused by United States

forces. If they came from atrocities or from mined

roads in civilian areas or booby traps, they were

Viet Cong, because we don’t practice that kind of

warfare. If they came from mortar fire or small

arms fire, you couldn’t tell. Our survey indicated

that it was about fifty-fifty. I shall tell you

two instances which will illustrate this. This ob-

servation was made at a hospital on the Mekong
Delta in Cantho. Here I saw two patients on the

male ward —- one with his throat cut from ear to

ear and he was breathing through a tracheostomy,

and another in the next bed had a dozen stab

wounds in his upper abdomen and chest. Both had

been prisoners of the Viet Cong, held in a darkened

room for eleven months. The South Vietnamese

rangers were coming into the area; the Viet Cong
marched the prisoners under a tree, blindfolded

them, and cut the throats of all of them, twelve men
and two women. In the two who survived they just

didn’t go deep enough and missed the great vessels.

They were rescued by our medical teams and sur-

vived to tell the story.

In the same hospital I saw a beautiful six-year-

old girl with both legs blown off at the knees. The
Viet Cong had been in the village looking for men
to conscript into the V. C. Army. Not finding any,

they marched out of town; and one of them, when
they got to the last hut in the village, just pulled

the pin out of his grenade, threw it among the

women and children, and blew off the child’s legs.

This is not a pretty war. No wars are pretty. But,

the casualties are due to the war, not just to the

United States, but to the total war. The medical

needs are apalling.

Let me say here that the program of volunteer

physicians, operated by the American Medical As-

sociation, which keeps 34 physicians in the field all

the time, is doing an absolutely superb job. Now
you might say that if they need doctors there why
not send more? It isn’t that simple. If you don’t

have any place to sleep or work, if you don’t have

any water or transportation, and if you don’t have
any security, just to send more doctors is not the

answer.

I know of 60 nurses in the United States who are

signed up and ready to go to Vietnam, but they

cannot be sent out because there is no place for

them to live and no secure place for them to work.

I am sure that many of you know of the interest

of the Committee of Responsibility, sponsored by

many fine people in this country. Doctor Albert

B. Sabin, of oral polio vaccine fame and one of my
close friends, is one of the honorary chairmen of

this organization. After my return we had a long

talk about the problems in Vietnam. Doctor Sabin

said to me:

“I know that what you report is the truth, but

you just didn't go to the right places. Did you get

a jeep and go out into the countryside? Did you

go into North Vietnam?”

Well, of course, you don’t go into North Vietnam,

and you don’t get a jeep and go out into the coun-

try. If you go a mile out of Saigon in the wrong

direction at high noon, you may get your throat

cut. This is a pocket war, and it is a very, very

difficult one.

The Committee of Responsibility recently sent
.

their own team over to evaluate the situation and

to find out what they could do to aid these unfor-

tunate people. Their preliminary report was re-

leased to the press a few days ago. They visited

41 hospitals and found a situation quite similar to

that I have reported to you.

Let me state very clearly my position in this

whole situation. I would like to see these war-hurt

people get any help that anybody can give them.

There are some long term cases that could be

brought to this country for sophisticated surgical

procedures, but I am disturbed by the almost in-

surmountable difficulties.

For the most part these are primitive people.

Hardly anyone in the provinces speaks English and

few speak French; they speak only Vietnamese.

The interpretation problems are staggering, unless

they are collected together as this one unit of para-

plegics was collected in one unit. Also, to take them

out of their villages and out of their country and

away from their parents, if they have survived,

or from their friends would be most traumatic.

Their mores are built around the family in Vietnam.

The second echelon is the village and then the

province. These people, as best they can, try to look

after their own.

Dr. Harada, the famous Japanese plastic surgeon,

was in Vietnam at the same time I was. He came

on an official mission to get a group of these burned

children to take to his famous plastic surgery cen-

ter at Hiroshima. He was there eight days and was

unable to find enough children to take back. He
came to the same conclusion that some of us came

to, that these people must have help, but that it

will have to be given in Vietnam.

RECOMMENDS NEW HOSPITAL SYSTEM FOR
VIETNAM

To meet these needs the recommendation of

General Humphreys was that the United States

should establish a new hospital system in Vietnam.

(Continued on next page)
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It was his feelingfi and it was certainly mine, that

the only way this could be made to operate quickly

and deliver the kind of program needed so critically

would be to establish a chain of surgical hospitals

in combat areas staffed and operated by the United

States military.

Ambassador Henry Cabot Lodge and General

William C. Westmoreland approved of this idea;

and, when we made our report in Washington three

weeks ago, it was submitted to the General Staff.

At the recommendation of the President this sys-

tem of hospitals was approved and is now in being,

constructed with an ultimate total of 1,400 beds.

Two 250-bed units are already receiving patients.

A 400-bed unit is being built in Da Nang which is

the hospital that I described. Construction is also

starting on a 300-bed hospital and a 400-bed hos-

pital in other areas.

These will be prefabricated, modern and com-

pletely equipped. There will also be facilities for

the staff. These will be acute surgical hospitals that

will be operated and staffed by our military. There

will be two airplanes assigned to transport supplies

and eight helicopters to bring patients in from the

villages so that they can get the acute care that is

often life-saving.

In this terrible terrain with disease rampant,

with booby traps, with the bamboo spikes winch

are covered with feces and other poisons, a punc-

ture wound neglected for a few hours may mean
an amputation, when the extremity could have been

saved. Time here is truly life.

In spite of the difficulties, our United States

troops have the lowest morbidity of any war in

history, primarily due to an unsung group of heroes

in the war called ‘‘Operation Dust Off.” These are

the medical corpsmen and the machine gunners who
man the helicopter ambulances. When a man is hit,

he reports on his walkie-talkie and “Dust Off” goes

off like a shot, regardless of shellfire, and drops

down on the wounded, with the other helicopters

circling as drones within the line of fire. They pick

the man up and evacuate him to the nearest medi-

cal facility. The average time for a wounded Amer-
ican soldier to be evacuated is a little under seven-

teen minutes.

There has not been a plane down in the Mekong
Delta in the last year with but one exception where

relief didn’t come within eleven minutes. In that

one case it was eighteen minutes before relief ar-

rived and by that time the crew were all dead of

gunshot wounds.

In addition to this new hospital complex, there

is being established in Saigon a 50-bed unit for

plastic and restorative surgery that is being manned
by a group of American plastic surgeons. They are

also arranging senior resident rotations in this cen-

ter. The center will be enlarged to whatever size

is needed to meet the future needs. This will be a

permanent center that will serve the needs of the

Vietnamese people from now on. When the war is

over and when we can go home again, hopefully

tomorrow, these hospitals will be left for the Viet-

namese to continue medical services to the people

in the provinces.

No one knows how this war is going to end. We
never won the war in Korea; we got an uneasy

truce, but we won the peace. I think we are only

going to win the peace in Vietnam with the tools of

health and education and agriculture, and by dem-

onstrating in the villages, one at a time, what social

justice means.

A CHANCE TO WIN THE PEACE

With those tools, I think, regardless of the hor-

ror of this war, we have a chance to win the peace.

I don’t know how or why we got into this war, but

I do feel very deeply that now we have to stay in

and see it through. I didn’t talk with one single

serviceman in all of Vietnam who didn’t feel the

same way.

I am proud to give you this report tonight of

what our country has done in Vietnam, because this

is the first time in the history of the world that

any military has set up a facility for wounded ci-

vilian casualties in time of war.

I should like to close by paying tribute to Doctor

Charles Value Chapin, this great physician and sci-

entist, whom you have honored by giving twenty-

five physicians, twenty-six now, the privilege of

lecturing in his name.

Some of these problems that exist in Vietnam

today he probably saw here in the early days of

his pioneering work in public health. The fact that

the techniques and basic knowledge that came out

of his work here are being applied there I feel

would make his very happy. It would seem to me
that it would be fitting to close with these six lines,

which I suspect were not only the philosophy of

tfie author, one of the world’s greatest, but Doctor

Chapin’s philosophy too. I believe it is yours also:

“Not to destroy, but to construct, I hold the un-

conquerable belief that science and peace will tri-

umph over ignorance and war; that nations will

come together not to destroy, but to construct, and

that the future belongs to those who accomplish the

most for humanity.”

The author was Louis Pasteur.
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IN SITU AND INFILTRATING LOBULAR CARCINOMA OF BREAST

Presence of Lobular Carcinoma in Situ Indicates Careful

Observation of Contralateral Breast
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In spite of great advances in surgical technique

and in the chemical and radiation therapy of ma-

lignant disease, the recognition and treatment of

cancer in its earliest stage remains the most im-

portant factor in prognosis. Several decades ago

the concept of in situ carinoma as a pre-invasive

stage of carcinomas was proposed and is now firm-

ly established. In situ carnomas are recognized in

practically all epithelium bearing organs: skin,

conjunctiva, uterus, urinary bladder, and stomach,

to name a few. The breast is no exception. In 1941

Foote and Stewart

1

described a form of non-inva-

sive carcinoma which developed in mammary gland

lobules and terminal ducts and differed from such

already well-known non-invasive carcinomas of the

larger ducts as non-invasive comedocarcinoma.

They gave this new lesion the designation of lobu-

lar carcinoma in situ. They emphasized that local

excision is inadequate treatment for these lesions,

even if the entire mass is thought to be removed,

since they are always multifocal.

Development of in situ lesions into infiltrating

carcinomas during relatively long periods of ob-

servation has been reported in a considerable num-
ber of cases.2 3 4 Some were found by restropective

studies of preceding biopsies. Foote5 followed for

5 to 21 years 35 cases of lobular carcinoma in situ

which had initially been treated by only local ex-

cision. Twelve patients were later subjected to

breast surgery. Nine of these had cancer of the

ipsilateral breast, 8 infiltrating, and 1 in situ. Three

patients developed cancer in the contralateral

breast, 2 infiltrating, and 1 in situ. The interval

between the initial operation and the second opera-

tion ranged from 1J4 to 21 years.

Several representative cases of in situ and infil-

trating lobular carcinomas illustrates their morpho-
logical and clinical features.

CASE REPORTS
Case 1. M.D. This 48-year-old woman had un-

dergone a biopsy of a right breast mass in October,

1959 (age 40). The mass was irregular and meas-

ured approximately 5 cm. in aggregate. It showed
cysts of various sizes. No further surgery was per-

formed. Review of the slides revealed foci of lobu-

lar carcinoma in situ (Fig. 1). The patient is well

without evidence of recurrence since surgery (June,

1967).

Case 2. S.W. This 54-year-old woman underwent

a right radical mastectomy on November 20, 1961

(age 49) following a biopsy diagnosis of carcinoma.

The biopsy contained the entire tumor mass, which

did not exceed 1 cm. The tumor was histologically

an infiltrating duct carcinoma with fibrous stroma.

One focus of residual lobular carcinoma in situ

was found within the tumor. The axillary lymph

nodes were negative for metastatic lesion.

In May, 1962 an extended simple mastectomy of

the left breast was performed. The specimen

showed fibrocystic mastopathy with intraductal

papillomatosis. In addition few foci of in situ lobu-

lar carcinoma were demonstrated (Fig. 2). The
cancer registry follow-up data indicate that the

patient is alive without evidence of the disease

(March, 1966).

Case 3. M.H. This 42-year-old woman underwent

biopsy of a left breast mass in the upper outer

quadrant in September, 1966. The mass measured

4.5x3. 5x3. 5 cm. It was elastic and firm. Cysts

measuring up to 1.0 cm. were noted. On frozen sec-

tion lobular carcinoma in situ was suspected. The
paraffin sections revealed a single focus of a bor-

derline lesion. After several consultations, includ-

ing doctors F. W. Stewart and F. W. Foote of Me-
morial Hospital for Cancer and Allied Diseases of

New York, a diagnosis of lobular carcinoma in

situ was established (Fig. 3), and left simple mas-

tectomy was performed one month after the initial

biopsy. Numerous sections taken from the resected

breast failed to reveal any lesions. The patient is

well without evidence of disease (June, 1967).

Comment: As the diagnosis of lobular carcinoma

in situ of the breast can be made only by micro-

scopic studies, all breast masses, especially those

showing fibrocystic mastopathy with florid adeno-

sis, should be thoroughly sectioned. Clinical diag-

nosis or gross diagnosis of these lesions are usually

not possible, although Snyder6 has reported mam-
mography as a useful diagnostic tool. Histological

features of lobular carcinoma in situ were well il-

lustrated by Foote and Stewart in their original

article. Essentially there is a marked proliferation

(Continued on next page)
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Fig. :1 Case 1. Photomicrograph shows part oi lo- Fig. 2: Case 2. Lobular carcinoma in situ found in

bular carcinoma in situ. Note marked proliferation of left breast. Terminal duct structure is identifiable,

lobular epithelium. H & E. x230. H & E. x200.
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Fig. 3: Case 3. In this lesion epithelial proliferation

is less marked and individual cells are smaller. The
photograph shows a portion of the entire lesion.

Fig. 4: Case 4. Low power photomicrograph showini

multifocal lobular carcinoma in situ. Infiltrating car

cinoma cells diffusely spread into stroma. H & E.

H & E. x200.
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of the epithelial cells of terminal ducts completely

filling and distending the lumina. While the indi-

vidual cells have dark stained and large nuclei,

cellular pleomorphism is not as prominent as in,

for instance, carcinoma in situ of cervical mucosa.

There is a continuous gradation of changes. Hence

to draw a clear-cut line between a severe atypical

hyperplasia of mammary lobules and a lobular car-

cinoma in situ is impossible. Haagensen* divided

lobular carcinomas into three types. Type 3 is an

infiltrating lobular carcinoma, while types 2 and

1 are in situ lesions in descending order of atypi-

cality. Our Case 3 is an example of a borderline

lesion. As seen in Fig. 3, while all characteristics

of lobular carcinoma in situ are present, prolifera-

tion of epithelium in one of the ductules is not

severe.

Simple mastectomy is usually curative, as the

lesions are always confined with the lobules, unless

unexpected infiltrating carcinoma coexists. As the

lobular carcinoma is always multifocal, local ex-

cision is not sufficient. As the majority of cases

of lobular carcinoma in situ after biopsy diagnosis

are treated by some type of mastectomy, which is

theoretically curative, long-range biological beha-

vior of these lesions is somewhat obscure. In some

published cases2 3 showing evolution of the lesions

into infiltrating carcinoma conclusions have been

based on retrospective examination of biopsy speci-

mens preceding the surgery for infiltrating carci-

noma. For this reason Foote’s data5 are unusual

and significant.

Case 4. N.M. This 48-year-old woman had been

subjected to a left radical mastectomy for carci-

noma in March, 1960 (age 41). The tumor was

located in the lower portion at about the 6 o’clock

location. Pathological examination revealed a firm

mass which measured approximately 3 cm. Histo-

logically it was an infiltrating lobular carcinoma

of relatively small size (0.9 cm.), surrounded by

fibrous mastopathy showing marked lobular carci-

nomatosis in situ (Fig. 4 and 5). No axillary lymph

node involvement by carcinoma was found. Follow-

up data of the cancer registry show that she is

alive without evidence of the disease (January,

1966).

Case 5. A.T. This 44-year-old woman in January,

1957 underwent left radical mastectomy for car-

cinoma. The tumor was in the lower outer quadrant

and measured 2x1.5 cm. Histologically it was an

infiltrating duct type with some intraductal car-

cinoma components. A marked lobular carcinoma-

tosis in situ of surrounding tissue was demonstrated.

No metastases to axillary nodes were found. In

1957 the patient was well without evidence of the

disease.

Case 6. M.S. At the age of 43 in December, 1956

the patient had undergone left radical mastectomy.

The carcinoma was in the lower portion of the

breast and measured 1.9x1. 5 cm. The tumor was

histologically infiltrating duct carcinoma with mod-

erate fibrous stroma. Various histological grades

of in situ lobular carcinoma were found within and

around the tumor tissue (Fig. 6). The lymph nodes

were involved by metastatic carcinoma. The pa-

tient is alive and well without evidence of recur-

rence (April, 1967).

Comment: In reviewing 155 cases of breast car-

cinomas treated in the Miriam Hospital between

1953 and 1962, we were able in 7 cases to demon-

strate residual lobular carcinomatosis in situ in the

adjacent areas of infiltrating carcinomas. Cases 4,

5, and 6 are examples. Case 4 is especially illustra-

tive of the lesion in that a relatively small infil-

trating carcinoma is almost entirely surrounded by

a most florid lobular carcinomatosis in situ. Infil-

trating portions of this tumor closely follow the

patterns of what are called infiltrating lobular car

cinomas.7 However, the histological pattern of in-

filtrating carcinoma associated with in situ lobular

lesions can be quite variable, although it tends to

be of large, vesicular duct cell type or medullary

carcinoma type. Treatment and prognosis of these

cases are essentially the same as for the usual in-

filtrating breast carcinoma.

Case 7. A.P. At the age of 47 in October, 1960

this woman underwent right radical mastectomy for

carcinoma. The tumor was located at the 12 o’clock

location and measured 3.5x3x1. 5 cm. Histologically

it was an infiltrating duct carcinoma. Axillary

lymph nodes were not involved. Slides of a biopsy

which had been taken four months preceding the

radical mastectomy from the same (right) breast

were reviewed and foci of in situ lobular carcinoma

were demonstrated. The patient remained well un-

til August, 1965, when a primary carcinoma of

the contralateral breast was found. She was treated

by radical mastectomy. The diagnosis was medul-

lary carcinoma with lymphoid stroma.

Case 8. F.G. This 66-year-old female had in Feb-

ruary, 1960 undergone a left radical mastectomy

for carcinoma. The tumor was in the upper outer

quadrant and measured approximately 2 cm. His-

tologically the tumor was infiltrating duct carci-

noma with fibrous stroma (scirrhous). Examination

of axillary lymph nodes was negative for metastases.

In August, 1966 the patient underwent a radical

removal of the remaining breast for carcinoma.

This was histologically an infiltrating duct carci-

noma with marked fibrous stroma similar to the

previous carcinoma. Away from the main tumor,

foci of in situ lobular carcinoma were noted.

Case 9. C.S. This 50-year-old female had been

subjected to a left radical mastectomy in 1962 at

another hospital. The slides were reviewed and re-

(Continued on next page)
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vealed infiltrating duct carcinoma with axillary

lymph node involvement. The patient was admitted

in March, 1967 to the Miriam Hospital exhibiting

a firm area in the right breast which had been

found on routine examination. Radical mastectomy

was performed after frozen section diagnosis of

infiltrating carcinoma. On examination of the spe-

cimen the carcinoma was found to be located in

the upper, outer quadrant approximately 4 cm.

from the nipple. It did not exceed 2 cm. in diame-

ter. It was an infiltrating duct carcinoma with in-

traductal components of cribriform pattern. Lymph
nodes were free of metastatic tumor. Sections taken

from relatively firm breast tissue a few centimeters

from the tumor revealed multifocal lobular carci-

noma in situ.

Comment : In the breast carcinoma series of 155

cases at the Miriam Hospital, 12 patients (up to

May, 1967) were treated after a lapse of time for

a second primary carcinoma of bilateral breast car-

cinoma of the remaining breast. It is interesting

that, among these 12 cases of bilateral breast carci-

nomas, 4 cases revealed definite residual in situ

lobular carcinoma associated with infiltrating car-

cinoma. Also in Case 2 in situ lesions associated

RHODE ISLAND MEDICAL JOURNAL

with infiltrating carcinoma had been found in the

first breast removed. In spite of the small number
of cases we have studied, this high incidence of

bilateral carcinomas in the patients showing histo-

logical evidence of lobular carcinomas in situ seems

to be significant.

Haagensen3 expressed the view that frequency of

bilateral and multifocal involvement is much higher

for lobular carcinoma than for the usual forms of

carcinoma.

Discussing the problem of bilaterality, Benfield 8

found that 10 of 41 cases of his own and of oth-

ers,
4 9

in which bilateral disease was sought, were

found to have lobular carcinoma in situ in both

breasts (24 per cent). Although our finding of a

high frequency of association of lobular carcino-

matosis in situ with bilateral carcinomas was ar-

rived at in a somewhat different way, it appears

to have the same clinical significance. Benfield8

recommended, as did Newman,4 “random” biopsy

of the contralateral breast whenever a diagnosis of

in situ lobular carcinoma is made. Although the

practicality or effectiveness of “random” biopsies

of the contralateral breast in the absence of a pal-

(Concluded on Page 579)

Fig. 5 : Case 4. Higher power view of one of the in

situ lesions. Infiltrating carcinoma cells are present

in surrounding connective tissue. H & E. x200.

Fig. 6: Case 5. Photomicrograph shows a portion of

in situ lesion stained by reticulum stain. x200.
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I
n recent years there have been numerous re-

ports of accidental ingestion of iron salts result-

ing in acute intoxication in children.
1-6 The mortal-

ity rate in severe poisonings has been as high as

50 per cent, despite vigorous therapeutic and sup-

portive measures.7 In the last decade, various che-

lating agents have been used with apparent benefit

in the management of acute iron poisoning. Their

effectiveness, however, has been limited by their

lack of specific affinity for iron and their relative

lack of potency.8

The effectiveness of a new iron chelating agent,

deferoxamine (DF), was first reported by Moesch-

lin and Schnider in 1963.9 They demonstrated that

80 per cent of guinea pigs survived a lethal oral

dose of ferrous sulfate if they received DF paren-

terally within one half hour of the iron administra-

tion. It was concluded that DF might have a “good

and even lifesaving effect” in the treatment of

acute iron poisoning in children. Since this report,

DF has been used in approximately 172 patients

with acute iron poisoning of all degrees of severity.

Only 3 (1.7 per cent) of these cases have had a

fatal outcome.io

The purpose of this paper is to describe our ex-

perience with DF in the treatment of 6 children

who accidentally ingested toxic doses of ferrous

sulfate. Pertinent information from these cases is

outlined in Table I. One fatal case and 2 others who
recovered uneventfully will be presented in detail.

CASE REPORTS
Case 1. (M.B.). This 2-year-old whitt male in-

gested 20 tablets (6.0 gm.) of ferrous sulfate at

8:30 a.m. on June 25th, 1964. Shortly afterward,

he developed repeated vomiting of dark stained

material and was brought to the Emergency Room.
Physical examination revealed a well-developed

boy in no distress with normal vital signs. A non-

tender liver edge was palpable 4 cm. below the

right costal margin in the mid-clavicular line. The

remainder of the physical examination was entire-

ly within normal limits. The hemoglobin was 8.2

gm. per cent, and the white cell count was 9,400

with 43 per cent neutrophils and 44 per cent lym-

phocytes. Urinalysis and serum electrolytes were

normal. A plain film of the abdomen was negative.

Initial serum iron was 395 meg. per cent.

At 10:30 a.m. gastric lavage with 2 liters of

sodium bicarbonate solution returned dark green-

ish fluid. Seven hours after ingestion, he received

3 gm. of deferoxamine methanesulfate orally and

1 gm. intramuscularly. Over the next 24 hours, an

additional 3 gm. of DF was given intramuscularly

daily. On the second day, intravenous fluids were

discontinued, and the patient received a regular

diet. His recovery was uneventful, and he was dis-

charged asymptomatic after 10 days.

Comment: This case illustrates the most frequent

course of acute iron poisoning in a child. A mod-

erate amount of iron was ingested, but the child

was never severely ill. There was no clinical or

laboratory evidence of severe gastrointestinal, he-

patic, renal, or central nervous system dysfunction

or damage; and recovery was rapid, uneventful,

and complete. Table I shows the changes in serum

iron during treatment with DF. In this patient as

in each of our 5 other cases there was a rapid de-

crease in serum iron to normal and even subnormal

values within 24 hours.

Case 2 (D.P.). This 15-month-old negro boy

ingested approximately 30 Mol-Iron® tablets (5.9

gm. ferrous sulfate) between 9 and 10 a.m. on June
12th, 1964. Vomiting of dark green material began

at 11 a.m. and continued up to the time of admis-

sion.

Physical examination revealed a lethargic child

incontinent of bloody watery stools. Blood presuure

was 88 systolic and 30 diastolic, pulse 128, and

respirations 28. The lungs were clear, and examina-

tion of the heart and abdomen was normal.

The hemoglobin was 11.5 gm. per cent, and the

white cell count 11,700 with a normal differential

count. Serum sodium was 135 mEq./L., the potas-

sium 4.8 mEq./L., chlorides 102 mEq./L., and

carbon dioxide 21 mEq./L. Arterial blood showed

a pH of 7.5, a PCO2 of 32mm. of mercury, and a
PO2 of 86mm. of mercury. Blood urea nitrogen

(Continued on next page)
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was 21 mg. per cent. Plain x-ray film of the abdo-

men was negative. Initial serum iron was 672 meg.

per cent. Serial serum iron and urinary iron de-

terminations are listed in Table I.

About 2 hours after ingestion, gastric lavage was

done with a weak solution of sodium bicarbonate,

and 5 gm. of DF were left in the stomach. Over

the next 24 hours, 2 gm. of DF were given by in-

travenous infusion. On the evening of admission, a

severe acidosis developed, with carbon dioxide de-

creasing to 5 mEq./L. Treatment with intravenous

sodium bicarbonate was begun, and 6 hours later

carbon dioxide was 10 mEq./L. Bicarbonate the-

rapy was continued. On the morning of June 13

arterial pH was 7.34, and serum electrolytes and

blood urea nitrogen were normal. At that time se-

rum iron was 50 meg. per cent. Urine collected in

the first 24 hours contained only 3.2 mg. of iron.

After the initial acidosis had been corrected the

child became more alert, and blood pressure, pulse,

and respirations returned to normal.

Improvement continued until 48 hours after ad-

mission, when marked tachypnea and dyspnea de-

veloped. At this time serum iron was 36 meg. per

cent, and a second 24-hour urine specimen con-

tained 1.4 mg. of iron. Over the next 24 hours he

became comatose and hypotensive and had repeated

generalized convulsions. Bilateral basilar rales

were noted, and a chest film on June 15

showed a peribronchial infiltrate consistent with

pneumonia in the right upper lobe. Repeated cul-

tures of blood, 'throat, and stool were negative. On
the morning of the fourth hospital day, blood urea

nitrogen was 19 mg. per cent, and serum sodium

127 mEq./L., chlorides 107 mEq./L., and carbon

dioxide 8 Eq./L. There was no detectable serum

RESULTS
TABLE 1

OF DEFEROXAMINE THERAPY

Case

No.

Age

&
Sex

Iron

Prep.

&

Est.

Dose

FeS0

4

in

gm.
Estimated interval

before

DF

(hrs.)

DF

dose

and

route

of

Adminis- tration

Hrs.

after

iron
ingestion

Serum Iron

meg.

%

L

rinary

Iron

(Total

mg.)

Timing

of

urine collection (hrs.)

Course

&

Outcome

1. MB 24 mos. 20 FeS04 7 PO 3 gm. and 8—— 395 Uneventful

male tabs. (6.0) IM 1 gm. (day 1) 16—— 347 discharged

IV 3 gm. and 20—— 1.078 (1st 12) asymptomatic
IM 1 gm. (day 2) 24—— 49 in 10 days

32—— 38

IM 1 gm. (day 3) 56—— 24

80—— 82

Total 9 gm. 128—— 38

2. DP 15 mos. 30 Mol-Iron® 2 PO 5 gm. and 2—— 672 3.2 (1st 24) died in

male tabs. (5.9) IV 3 gm. (day 1) 13—— 136 1.4 (2nd 24) severe

27—— 50 4.2 (3rd 24) acidosis &
IV 3 gm. (day 2) 38—— 40 shock 80 hrs.

50—— 36 after

IV 2.2 gm. (day 3) 44—— 0 ingestion

Total 13.2 gm.

3. JB 18 mos. 100 Mol-Iron® 1 PO 5 gm. and 1 —— 940 0.16 (1st 24) uneventful

male tabs. (19.5) IV 3 gm. (day 1) 25—— 240 0.19 (2nd 24) discharged

49 —— 140 asymptomatic
IV 3 gm. (day 2) 73—— 0 in 3 days

IV 3 gm. (day 3)

Total 14 gm.

4. CC 22 mos. 47 Mol-Iron® 1 PO 5 gm. and

male tabs. (9.2) IV 2 gm. (day 1) 1 — — 125 0.48 (1st 24) uneventful

IV 2 gm. (day 2) 26— — 35 4.1 (2nd 24) discharged

asymptomatic

Total 9 gm. in 3 days

5. DB 22 mos. 17 Mol-Iron® 8 PO 4 gm. and 9—— 292 4.3 (1st 24) uneventful

female tabs. (3.3) IV 4 gm. (day 1) 33-— 33 2.8 (2nd 24) discharged

57-— 33 1.8 (3rd 24) asymptomatic

IV 4 gm. (day 2)

IV 2 gm. (day 3)

Total 14 gm.

6. TM 24 mos. 20+ Mol-Iron® 3 PO 5 gm. 4--— 400 5.7 (1st 24) uneventful

female tabs. (4.0+) IM 1 gm. and 28-— 2.2 (2nd 24) discharged

IV 2 gm. (day 1) 76-— 140 asymptomatic

IV 2 gm. (day 2) in 4 days

Total 10 gm.

determinations carried out with the method of iBarkan and Walker.41

determinations carried out using a colorimetric method modified from Barkan and Walker.41
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iron, but a third urine specimen contained 4.2 mg.

of iron. At 7 p.m. the serum carbon dioxide and

the urea nitrogen were unchanged.

Profound shock, convulsions, and coma persisted

despite vigorous measures including antibiotics, di-

gitalis, and corticosteroids. Apnea and cessation of

heart beat occurred at 9:05 p.m., 80 hours after

ingestion. Postmortem examination revealed a con-

gested gastric mucosa with 3 small areas of super-

ficial erosion, but no signs of gross bleeding. The
remainder of the intestinal mucosa was normal.

The lungs were congested and edematous, and the

liver showed mild passive congestion. Except for a

few scattered epicardial petechiae, the heart was

unremarkable.

Comment: This case clearly demonstrates the bi-

phasic clinical course of acute iron poisoning that

has been previously described by several au-

thors. 6 11-14 In this group of patients, a period of

initial improvement is followed by a relapse, usually

beginning within 8 to 18 hours and progressing to

death within 24 to 48 hours.

After 2 days of clinical improvement the condi-

tion of this second child progessively worsened

with the development of severe metabolic acidosis,

profound hypotension, coma, convulsions, and fi-

nally death. The absence of measurable serum iron

at the time of death and the excretion of a total

of 8.8 mg. cf iron in the urine suggests that most of

the intravascular iron had been effectively chelated.

The anion gap of 29 mEq./L. shortly before death,

together with prolonged hypotension and hypoxe-

mia, suggests that a severe lactic acidosis was pres-

ent. The metabolic acidosis was irreversible and

may well have produced death through respiratory

failure.

The estimated lethal dose of ferrous sulfate in man
is 900 mg. per kilogram.9 15 Although children have

survived after ingesting 15 gm., as little as 1 gm.

has been fatal.
16 In this fatal case the estimated

amount of iron ingested was not particularly large

and in fact was identical to the estimated dose

ingested in Case 1. The great disparity in the

course and outcome of these 2 cases clearly demon-

strates that it is not always possible to predict the

prognosis of acute iron poisoning in man on the

basis of the initial serum iron level and estimates

of the dose ingested. The serum iron is only an

index of iron transport and is not directly propor-

tional to the amount of iron ingested or to the rate

of iron absorption.
17 A severe and even fatal mu-

cosal necrosis can occur despite a low initial serum
iron value. 18 Moreover, since unknown quantities

of iron are lost in vomitus, gastric lavage, and diar-

rhea, it is impossible to estimate accurately the

amount of iron that actually has been absorbed.

The development of coma or shock is probably the

most important prognostic sign in cases of acute

iron poisoning. In a series of 172 deferoxamine-

treated cases, 10 there were no deaths in the group

of 144 patients who remained conscious and nor-

motensive. In this same series there were 3 deaths

in the 28 cases who developed coma or shock.

Case 3 (T.E.). This 18-month-old white girl in-

gested approximately 100 Mol-Iron® tablets (19.5

gm. of ferrous sulfate) one hour prior to admission.

Shortly afterward she repeatedly vomited reddish-

brown material mixed with gross blood and many
partially dissolved tablets and passed a black wa-

tery stool.

Physical examination revealed a well-developed

child in no distress. Blood pressure 98/60; pulse

150; respiration 25. Examination of the heart and

lungs disclosed no abnormalities. The abdomen was
soft, and bowel sounds were normal. The hemo-

globin was 11.1 gm. per cent, and the white cell

count was 6,200 with 33 per cent neutrophils and

23 per cent lymphocytes. Serum sodium was 132

mEq./L.; potassium 4.1 mEq./L.; chlorides 103

mEq./L.; and carbon dioxide 15 mEq./L. Stool

benzidine test was negative. Plain x-ray film of

the abdomen was normal. Initial serum iron was

940 meg. per cent.

Gastric lavage with sodium bicarbonate was

started immediately and continued until clear re-

turns were obtained. Five grams of DF were left

in the stomach, and 3 grams were given intrave-

nously daily for the next 3 days. Forty-eight hours

after admission serum iron had decreased to 140

meg. per cent. Three days after admission there

was no detectable serum iron. Urinary iron excre-

tion, however, totaled only 0.34 mg. in the first

2 days. The hospital course was uneventful, and

the patient was discharged asymptomatic in 3 days.

Comment: This patient ingested a large amount

of iron and presented with a higher initial serum iron

content than that of our fatal case, yet recovered

uneventfully. It is not clear why this patient and

our other 5 patients excreted only small or modest

amoun's of urinary iron. Other DF-treated cases

in which urinary iron excretion in the first day was

less than 2 mg. have been reported. 19 20 The expla-

nation is not obvious, since DF injections in nor-

mal adults increase urinary iron excretion from the

normal range of less than 0.5 mg. per day to 2-3

mg. daily. 8 9 The relatively low urine iron values

have been obtained even with complete urine col-

lections in patients who have ingested large doses

of iron and had a -high initial serum iron level. In

normal adults, radio-iron studies have shown that

storage iron is the chief source of the iron that is

excreted with DF in the urine.22 23 A direct cor-

relation between the amount of urinary iron and

the size of iron stores has been demonstrated by
Reissman and Coleman. 21 Parenterally administered

(Continued on next page)
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DF has been shown to produce a much greater in-

crease in urinary iron excretion in conditions of

chronic iron overload. DF-treated adult patients

with hemochromatosis, for example, consistently ex-

crete more than 10 mg. and as high as 54 mg.

daily. 9 Since an individual who ingests a toxic dose

of iron will initially have normal iron stores, the

daily urinary excretion following DF injection

should consist of a small amount of storage iron

and most of the excess iron that has been chelated

in the plasma.

In general then, patients with high levels of ex-

cess plasma iron tend to excrete more urinary

iron than patients with lower levels. Exceptions to

this general rule are apparent in Table II, which

shows the urinary iron excretion in various children

with acute iron intoxication during therapy with

Edathamil (EDTA) or deferoxamine. The wide

variability in the amount of urinary iron excretion

during DF therapy might be explained by varia-

tions in the dose of iron ingested and in the amount

that is actually absorbed. These factors, however,

cannot explain why such patients should excrete

less than 1 mg. of iron per day. Excretion of small

amounts of urinary iron in DF-treated children

might be due to rapid diffusion of excess plasma

iron into storage forms which may be relatively in-

accessible to immediate excretion with DF. Infor-

mation regarding the distribution of the absorbed

iron in acute iron poisoning and the quantity and

chief source of urinary iron in normal children in-

jected with DF might clarify these apparent dis-

crepancies.

DISCUSSION

The management of acute iron intoxication has

been well review7ed elsewhere.2 18 19 24 General meas-

ures include immediate gastric lavage; the use of

enemas and cathartics, the adequate correction

of acidosis and electrolyte abnormalities; and

the vigorous treatment of cardiovascular col-

lapse with blood transfusion, vasopressors, and

oxygen. In selected cases exchange transfusion has

been used with apparent benefit.25 If renal failure

supervenes, peritoneal dialysis or hemodialysis may
be helpful since DF-iron complex (ferrioxamine)

and ferrous ions are both readily dialyzable. 17 24 26

Unfortunately, however, most of the iron in the

serum of iron-poisoned individuals is in the ferric

state and cannot be dialyzed.27 28 29

In the last decade, chelating agents such as

EDTA and deferoxamine have been used as im-

portant adjuncts in the management of acute iron

intoxication. Since the initial experimental work

with DF, several encouraging clinical reports have

appeared. 19 24 26 30 38

Deferoxamine is a colorless, water soluble sub-

stance belonging to a group of naturally occuring

compounds called sideramines. It was first isolated

as a metabolite from the microorganism Strepto-

myces pilosus.33 The DF molecule contains 3 hy-

droxamic acid groups and binds trivalent iron to

form ferrioxamine, a stable reddish-brown complex.

The complex is also readily soluble in water and is

almost completely excreted in the urine within 24

hours.34 Because of the high stability constant of

ferrioxamine, DF is the most potent of all known
iron chelating agents with an affinity for plasma
iron in vitro greater than that of any of the human
iron-binding proteins.8 In vivo, however, DF re-

moves only insignificant amounts of iron from

transferrin, and it does not remove iron from the

bone marrow or from hemoglobin.8 22 23 35

Oral DF forms complexes with ferric ions, thereby

greatly decreasing intestinal iron absorption. It

does not bind bivalent iron, however, and only 10-

15 per cent is absorbed intact.
34 Because of these

characteristics, the intravascular compartment is

the most important site of action of deferoxamine

in acute iron poisoning. Parenterally administered

DF competes with transferrin for plasma iron,

forming a complex with excess ferric ions, thereby

rendering them non-toxic. In order to insure ade-

quate blood levels, intermittent intramuscular or

continuous intravenous administration is necessary,

since the major part of any parenteral dose is ex-

creted in the urine in 9-12 hours.8

Since the advent of chelating agents, the mor-
tality rate of acute iron poisoning has declined

sharply from the 37-50 per cent range. 157 In 50

cases presenting in coma or shock, the mortality

was reduced from 100 per cent in untreated cases

to 17 per cent in patients who received both sup-

portive measures and more specific therapy, such as

exchange transfusions or chelating agents 38 Only
one fatality36 occurred in 10 patients who received

EDTA.2 11 18 20 25 36 37 Even more significant is the

fact that there have been only 3 deaths (including

our case, D.P.) in the recently reported series of

172 patients who received deferoxamine10 Because

iron chelation is an important factor in reducing

the mortality of acute iron intoxication, a chelating

agent should be given immediately to anyone sus-

pected of receiving iron overdosage. At the present

time there is general agreement that deferoxamine

is the most potent, most specific, and safest of all

available iron chelating agents.

Serum iron levels fall rapidly after parenteral

DF, returning to normal or subnormal values with-

in 12-36 hours. The serum iron has been shown to

fall more rapidly in patients receiving DF than in

patients treated with EDTA or without chelating

agents. Henderson et al.
26 reported a decrease in

serum iron from 2,550 to 139 meg. per cent 5

hours after DF administration. One of our patients

(D.P.) showed a decrease from 672 to 136 meg.

per cent 11 hours after receiving DF. In another



TREATMENT OF ACUTE IRON INTOXICATION WITH DEFEROXAMINE 553

(M.B.) serum iron dropped from 395 to 49 meg.

per cent within 16 hours. In comparison, in a case

reported by Covey,2 only a slight fall from 592

to 400 meg. per cent occurred 15 hours after

EDTA. In a patient who did not receive a chelating

agent, the serum iron, initially 3,330 meg. per cent

was 1,100 meg. per cent 11 hours after admission.6

In many of the reported cases in which urinary

iron determinations were done, DF has produced a

greater increase in iron excretion than EDTA.
These data are summarized in Table II. Whereas

the largest recorded increase in daily urinary iron

excretion was only 1.6 times normal with EDTA,
Henderson et al.

26 reported a DF-treated case in

which urinary iron in the first 24 hours was almost

40 times the normal value.

DF is the most specific of all known chelating

agents because the stability constant of ferrioxa-

mine is much larger than the stability constants of

various complexes containing DF and other metal-

lic ions.
8 Unlike EDTA, DF does not increase the

urinary excretion of sodium, potassium, calcium, or

magnesium, or of any of the important trace metals

such as copper and zinc.

To date there have been no reports of significant

toxic effects related to the use of DF in acute iron

poisoning. Large oral doses may aggravate the diar-

rhea by producing additional intestinal irritation,

but this effect is not marked and may actually be

helpful in promoting elimination of DF-bound iron.

Intramuscular injection occasionally produces brief

pain or a minor skin rash at the injection site.
24

Rapid intravenous infusion in a few patients has

produced a generalized skin rash as well as transient

tachycardia and hypotension possibly related to

histamine release.
10 19 Because of this, intravenous

use of DF should be reserved for severely intoxi-

cated patients who are already in coma or shock.

Recommended dosage by the intravenous route is

1 gm. DF in 5% D/W infused slowly at a rate

not to exceed 15 mg. per kilogram per hour. 10 19

This dosage may be repeated every 6-12 hours for

2-3 days if necessary.

Suggested oral and intramuscular dosage has

varied in previous reports.9 19 26 30 32 Currently there

appears to be agreement that all normotensive pa-

tients suspected of iron overdosage should receive

an initial oral dose of 5-10 gm. of DF immediately

after gastric lavage, and then 1-2 gm. intramuscu-

larly every 12 hours for 1-2 days. Although most
of the reported cases have received DF intravenous-

ly, intramuscular injection appears to be an ac-

ceptable alternative to intravenous infusion in a

normotensive patient.9 (Concluded on Page 578)

TABLE II

Urinary Iron Excretion During Therapy With EDTA
and Deferoxamine in Patients With Acute Iron

Intoxication

Source of Data

Estimated
dose of

ferrous sulfate

ingested

(gm.)

Initial

serum
iron

(mcg.%)

Total

urinary-

iron

excretion

(gm.)

Timing of

urine

collection

(hrs.)

EDTA
Simpson & Blunt 11 12.8 6200 3.2 mg. 1st 24

Covey 2* unknown 1166 0.38 mg. 2nd 24

unknown 463 0.16 mg.%f 1st 8

17.5 592 0.20 mg.%f 1st 15

Schafir 18 5.1 373 0.217 mg.%t 2nd 24

Deferoxamine
Henderson et al.26 unknown** 2250 18.8 1st 24

McEnery & Mack39 unknown 1653 16.8 1st 24

Shapiro & iBarbezat32 9.0 276 9.02 1st 24

Walsh et al.40 unknown 370 3.9 1st 24

Santos & Pisciotta30 3.0 575 3.05 1st 38

Jacobs et al. 19 unknown 1162 6.75$ 1st 24

unknown 503 1.52$ 1st 24

unknown 400 1.38 1st 24

unknown 403 0.54 1st 24

Present report 3.3 292 4.3 1st 24

5.9 672 3.2 1st 24

6.0 395 1.078 1st 12

19.5 940 0.16 1st 24

9.2 125 0.48 1st 24

4.0 400 5.7 1st 24

* EDTA was given 42 hours after admission.

Peritoneal dialysis was also employed,

t Volume of urine not recorded.

$ Incomplete urine collection.

**Ferrous gluconate,
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The first organized home care program in Rhode

Island completed its two-year pilot program on

July 1, 1966. This program, conducted at Kent

County Memorial Hospital, has produced such im-

pressive results that the board of directors of the

Hospital Service Corporation of Rhode Island

(Blue Cross) and The Rhode Island Medical So-

ciety Physicians Service and the Health Facilities

Planning Council have urged other hospitals to

consider developing similar programs.

It has shown that some hospital patients do not

need to be in general hospitals operated for the

acutely ill, or even in nursing or convalescent

homes. The medical and nursing care and other

services which these patients require are such that

they can be brought to them as needed in their own

homes where they are in familiar surroundings.

Many physicians have such people among their

patients.

The 198 patients served by the pilot program re-

turned home from the hospital an average of 20

days earlier: speedier recovery was possible for

many because they were able to receive high quali-

ty medical and nursing care in familiar surround-

ings.

MOW IT BEGAN
Interest in such a program was stimulated by the

by the Home Care Symposium held at the Kent

County Memorial Hospital on January 17, 1963.

The Symposium, administered by the Home Care

Committee of the Rhode Island Council of Com-
munity Services, Inc., (C.C.S.) was co-sponsored

by the Hospital Association of Rhode Island, Blue

Cross and Physicians Service, Rhode Island Chap-

ter of the American Academy of General Practice,

Rhode Island Council of Community Services,

R.hode Island Department of Health, Rhode Island

Division of Vocational Rehabilitation, and the

Rhode Island Medical Society. 1

As Rhode Island has felt the effects of the in-

crease in chronic illness, it has developed various

means of trying to cope with the problem. The

Rhode Island Department of Health has expanded

its Division of Chronic Illness. Psychiatrists have

been added to the staffs of several hospitals. Public

health nursing and social agencies are devoting an

increasing amount of time to chronic illness pa-

tients.

In 1961 several organizations jointly conducted

a Regional Conference on Prevention of Disability,

staffed by CCS and financed by Public Health

Service, in an effort to inform physicians about

preventing disability. But not all disability can or

will be prevented. Many victims of chronic illness

are hospitalized for long periods of time.

As the number of such patients has increased,

some communities have developed organized home
care programs with appropriate staff and an ar-

rangement whereby patients can be admitted or re-

admitted to a hospital when needed.

In an effort to learn about such programs, their

effectiveness, cost, and advantages, in 1962 the

Chronic Illness Committee of the Rhode Island

Council of Community Services appointed a com-

mittee on Home Care. After exploring the subject,

the Committee decided to conduct a symposium on

heme care so that interested Rhode Islanders could

learn for themselves about these programs. Outside

speakers represented four different types of or-

ganized home care programs. Questions about the

practicability of developing such a program in

Rhode Island were asked first by a panel of gen-

eral practitioners and then by various people pres-

ent in the audience.

PHOT PROGRAM
The situation in Rhode Island was such that it

was felt that a meaningful pilot study should be

organized in a community hospital.

In January, 1964, Kent County Memorial Hos-

pital organized a working committee including rep-

resentatives of the Rhode Island Department of

Health, Blue Cress and Physicians Service, the four

voluntary public health nursing agencies serving

Kent County residents, Rhode Island Department

of Social Welfare, and the Hospital medical and

administrative staffs. For the next six months this

group met weekly to develop objectives, criteria,

necessary forms, and contracts with participating

agencies. Meanwhile the Hospital began the task

of hiring personnel to fill the positions for the va-
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rious disciplines necessary to conduct such a pro-

gram.

A project plan was developed for a two-year

pilot program. Financing was received from the

Public Health Service, supplemented by the Rhode

Island Department of Health and Rhode Island

Foundation. The Rhode Island Blue Cross and

Physicians Service waived their routine contracts

and provided special benefits to physicians, pa-

tients, and the hospital for the purpose of this

study. The local public health nursing agencies also

participated by providing the necessary nursing

service, a very vital segment of this study. The pilot

program was a continuation of hospital care in the

patients’ own homes. Qualified patients were en-

abled to leave the hospital sooner than usual.

OBJECTIVES OF THE PROGRAM
The objectives of this program are similar to

those of other organized home care programs. The
primary objective is to offer better care to the pa-

tient. A saving of hospital days has also been ac-

complished in many cases. The program is designed

to coordinate the efforts of other health and wel-

fare organizations in the community. Like other

home care programs “through coordinated planning,

evaluation and follow-up procedures, (the program)
provides for physician-directed medical, nursing, so-

cial, and related services to selected patients at

home upon discharge from the hospital.”2 The pa-

tient is helped to recover or maintain his physical

status at home under conditions consistent with his

needs. One of the major benefits of the program
for some terminal patients has been the opportuni-

ty to be at home with their loved ones during their

last days.

“For selected patients, such a program increases

the possibility of recovery from illness more quickly

and with less disability.

“Home care may prevent or shorten repeated hos-

pitalizations. It may help the patient maintain dig-

nity and become more secure as an individual. It

sometimes helps a person toward economic use-

fulness. It offers a possibility of reversing the pas-
sive — dependent status associated with disability.

It maintains the integrity of the family by preserv-
ing its function in caring for sick members.”3

For medical and ancillary services home care af-

fords a large and deeper opportunity for service.

Continuity of care between the hospital and the
patient’s home is provided to the doctor.

For the community an organized home care pro-
gram provides a chance to develop and maintain a
better social, cultural, and material climate for its

citizens. It allows broader utilization of existing

hospital facilities. It helps to prevent medical in-
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digency by guiding the wise use of the patient’s

financial resources. Above all it provides an oppor-

tunity for community agencies to unify their efforts

in giving better care to their patients.4

HISTORY OF HOME CARE PROGRAMS
The first organized home care program was

started at Boston Dispensary in 1796. The current

revival of interest in home care was stimulated by

Dr. Edward Bluestone of Montfiore Hospital. Since

1947 such programs have been found valuable in

many parts of the country. Contrary to common
belief, they do not necessarily save the hospital, the

individual, or the funding organization money. But

they have led to better utilization of hospital beds

and better patient care for those who have been

able to be released and return to their home.

Organized home care programs are conducted by

different types of organizations including hospitals,

independent community agencies, health depart-

ments, Blue Cross, and public health nursing agen-

cies. The appropriate agency is determined by the

local situation.

Community life before the current construction

of large hospitals provided an opportunity for peo-

ple to help each other. Neighbors, friends, and fam-

ilies provided many of the services which people

expect to receive today in a general hospital. Yet,

many of the patients in a hospital do not need all

of the services which the hospital is equipped to

provide. They can receive satisfactory care under

medical supervision in their own home. “Whether

or not the concept of hospital care in its most ef-

fective connotation can ever attain a stable position

as of a pendulum at rest, we perhaps will not know
in our time. However, we do know and are aware

of the fact that the pendulum of hospital services

in our own community hospital has been swinging

in an increasingly wider arc, rendering services in

numbers and scope undreamed of by its founders.5

At the Home Care Symposium, Doctor Count

D. Gibson, Jr., of New England Medical Center

said that he had not the “slightest hesitation in

asserting to you that your residents of Kent County

will furnish you with a backlog of homes willing

and receptive to receive their relatives when home
care is indicated that will keep you quite busy for

the next ten years. This is not a barrier in the or-

ganization of a program. There may be families

who are not motivated to care for their relatives.

There may be families in which the addition of a

chronically ill patient is a catastrophic event, and

they should not have the patient at home. This is

a matter for individual decision and in our experi-

ence represents the exception rather than the rule.’
”

(Continued on next page)
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TYPES OF PATIENTS

The types of patients who can profit most from

a home care program include:

(1) Those for whom recovery is anticipated. A
few days or even weeks of hospital care may be

saved.

(2) Those with long-term illness. It may be

possible for their physical status to be maintained

at its current level or for their last days to take

place in familiar surroundings.

For the purposes of the pilot program, eligibility

criteria for the patients were developed very care-

fully. Patients must live within the area serviced

by the Kent County Memorial Hospital, be under

the medical supervision of a member of the medical

staff of the Hospital, and come under the home

care program only after discharge from the hospital.

The program has no age limitations. All patients

qualifying for Home Care shall be eligible regard-

less of economic status.

The medical status of the patient varies. Some

of them have had a long illness. Others are acutely

ill and need home visits by the physician and other

personnel. At the present time laboratory and other

facilities such as inhalation, therapy, electrocardio-

gram, orthopedic appliances, physiotherapy, social

service, and other facilities of the hospital are avail-

for these patients.

A home care patient is still a hospital patient.

He has been transferred from in-hospital care to

home care. If his condition warrants re-admission,

this is accomplished without delay.

Both the family and the patient should desire his

return home. The emotional and physical standards

of the home must be such that the patient can be

assured of proper care. A resident of the home must

sign that he is willing to provide the necessary care

almost on a 24-hour basis.

The local visiting nurse association by a formal

agreement provides the nursing service. The public

health nurse also trains the responsible home indi-

vidual in the care of the patient. In many cases

the home care staff also has provided teaching

equipment, and medical and surgical supplies.

Equipment loan services such as those of the Heart

Association, Cancer Society, Arthritis Foundation,

and Sunshine Society have provided equipment.

STAFF

The home care team consists of a medical direc-

tor, the patient’s physician, a well qualified and

experienced public health nurse as the coordinator,

social worker, physical therapist, speech therapist,

nutritionist, and the hospital administrator.

Relationships between the medical director and

the attending physician have been developed very

carefully. The Medical Staff’s Utilization Commit-

tee serves as the Medical Advisory Committee to

the Home Care Medical Director.

In addition representatives of community agen-

cies have been able to offer advice and assistance

through an Advisory Committee which has met ev-

ery other month. It has included representatives of

the Hospital; Rhode Island Blue Cross and Rhode

Island Medical Society Physicians Service; Cran-

ston District Nursing Association; Pawtuxet Val-

ley Visiting Nurse Association, Division of Voca-

tional Rehabilitation; Rhode Island Department of

Social Welfare and its Division of Public Assist-

ance; Rhode Island Heart Association; United

Fund, Inc.; University of Rhode Island, and De-

partment of Food and Nutrition; Warwick District

Nursing Association, and the Warwick Health De-

partment.

PATIENTS' REACTION
To learn how the patient’s felt about the program,

a questionnaire was sent to the 101 patients served

by the program during the first year. Sixty-seven

replies were received. The patients indicated that

they liked the program. Many felt that they im-

proved more quickly at home after the acute phase

of their illness.

FINANCIAL IMPLICATIONS
During the two-year pilot program the cost of

home care was about one-fourth that of corres-

ponding in-hospital care. This has meant a saving

to the patients and the hospital insurance plans.

The home care program saved an average of 5.4

beds. Since the cost of adding an acute care hospi-

tal bed may be as much as $35,000 and mainte-

nance costs nearly $10,000 in addition, this repre-

sents a considerable financial saving to the com-

munity.

Rhode Island Blue Cross and Physicians Service

has stated that ‘‘When home care is available on a

State-wide basis, the Plans look forward to the pos-

sible favorable results on rates that the new con-

cept promises.”

The pilot program has been deemed successful by

the members of the project team, and the partici-

pating community agencies. All parties involved

unanimously recommended continuation of the pro-

gram as a permanent service of Kent County Me-
memorial Hospital. This recommendation was ap-

proved by the Board of Trustees of the Hospital,

the boards of directors of the participating agen-

cies, and the Rhode Island Department of Health.

The program became an integral part of the serv-

ices of the Hospital and the participating agencies

on July 1, 1966.

It must be emphasized that this program could

not have been successful or even initiated without

the direct participation of the medical staff of

Kent County Memorial Hospital and the effective

leadership of the Home Care Medical Director. Of

(Concluded on Page 568)
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HOME CARE AT KENT COUNTY MEMORIAL HOSPITAL

Two Year Pilot Program Saves an Estimated $62,800 and Adds
New Dimension to Patient Care
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INTRODUCTION
The two year Pilot Project Home Care at Kent

County Memorial Hospital terminated June 30,

1966. A smooth transition to a full fledged Home
Care Department of Kent County Memorial Hos-

pital took place on July 1, 1966 and is now in its

twelfth month of operation. Elsewhere in this Jour-

nal issue you may read an article by Doctor Muriel

Wilbur on the historical background and organiza-

tional aspect of the Pilot Project. This portion of

the report will be concerned chiefly with summa-
rizing the clinical and statistical data. This ma-
terial is edited from various sources hereby ack-

nowledged, compiled chiefly from the Home Care

Department records, from reports of the Medical

Director to the Medical Staff of Kent County Me-
morial Hospital, a-nd from the Rhode Island Blue

Cross and Rhode Island Medical Society Physi-

cians Service report on the two-year Pilot Program
of Home Care.

In retrospect Home Care at Kent County Me-
morial has been successful for many reasons: 1)

The challenge came at an opportune time. We
needed more beds for the acutely ill at Kent County
Memorial Hospital and needed them promptly. 2)

Home Care seemed to offer a new dimension in

patient care to the physician and to the patients

and families. 3) The Medical Staff was willing to

cooperate in the venture to the extent of 75 per

cent participation, and this percentage has in-

creased even further in the last year. 4) The full

cooperation of administration, all hospital depart-

ments, Blue Cross and Physicians Service, and
Community Agencies made the work of the Home
Care Team possible and effective.

Our concepts in Home Care have been honed,
refined, and tempered by continuous reevaluation
in the light of each patient’s needs, discussed in

our weekly Team Conferences. The types of cases
have been varied and will be described herewith.

DEFINITION
Home Care in our minds is a phase of progres-

sive patient care applicable to certain illnesses or

disabilities in which the attending physician feels

that home is the better place for his patient’s re-

covery provided certain ancillary services are avail-

able as an extension of in-hospital services, because

the patient still needs them. It is not to be con-

fused with extended care, which is concerned with

minimum care facilities under the hospital roof.

Indeed some of our patients on Home Care have

required maximum facilities in their homes either

for recovery to optimum function or to ease their

final hours in a terminal illness. Nor is Home Care

intensive care as provided in the hospital units.

Home Care is rather a custom-made service tailored

to each patient’s needs, allowing him to go home
sooner in many instances and in others preventing

or delaying re-admission to the hospital. The Home
Care patient while at home therefore is still a hos-

pital patient, with Home Care filling the gap as a

bridge between hospital and home until the attend-

ing physician feels he has reached the optimum
recovery stage or until the family is self-sustaining

in its rehabilitation effort.

TYPES OF PATIENTS

The types of patients have been many and varied

and for better understanding in presentation have

been placed in seven categories: I. The Orthopedic

multi-disciplined maximum care patient; II. The
non-orthopedic multi-disciplined maximum care pa-

tient (medical, surgical, or both); III. The interim

(Continued on next page)

TABLE 1

Statistical Data: July 1, 1964 — June 30, 1966

All Cases

B.C.-P.S.

Subscribers
Accepted for Home Care 216 (15 readmissions) 153

Not accepted 45

Days of Home Care
Care Provided 13,385 12,630

Average No. in-patient

days per case 24.3

Average No. Home Care
days per case 63.8

Estimated days saved 3,948

Estimated No. of in-patient

days saved 20
Estimated No. of Acute beds
per case “freed up” 5.4

Discharged patients 198

Active census as of 6/30/66 18

Active census as of 5/2/67 28
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TABLE 2

Services Used:
X-ray at KCMH
Inhalation Therapy
Physical Therapy
Medical & Surgical Supplies

Electrocardiograms
Dietitian

Visiting Nurse
Coordination

Social Worker
Physicians’ Visits No. Reported
Laboratory (1012 Tests)

Pharmacy (2492 Prescriptions)

TABLE 3

Patients’ Condition on Discharge
IMPROVED 138 (10 readmitted)

UNIMPROVED 47 (38 readmitted to hospital

60 to Nursing Home)
EXPIRED 13

care patient; IV. The short-stay patient; V. The
terminal case; VI. Children on Home Care, and

VII. Exceptional cases.

Examples of each are as follows:

I. Orthopedic — Multi-Disciplined

:

60-year-old white male with diagnosis of intra-

capsular Fracture Right Hip, Right Hip Arthro-

plasty, and Parkinson’s Disease — 46 days in hos-

pital and 134 days on Home Care. Complications'.

Febrile Course due to urinary tract infection short-

ly after arrival home, delayed recovery program

and prolonged physiotherapy, but patient was not

re-admitted to hospital. Laboratory data, physi-

cal therapy, daily visiting nurse visits, close sus-

tained counseling from social worker—all were mo-
bilized. Estimated hospital days saved: 37. Physi-

cian saw patient only every 10-20 days.

II. Non-Orthopedic — Multi-Disciplined Case:

1) 76-year-old white female with abdomino-

perineal refection for carcinoma of sigmoid, com-

plicated by cv titis, pyelitis, proteus enteritis, sep-

ticemia. begging to go home. In Hospital 28 days.

At home required sitz bath chair, daily nursing vis-

its, colostomy care, perineal wound care, laboratory

for cultures, blood counts, dressings, underpads,

antibiotics, vitamin supplements both oral and pa-

renteral. Slowly she pulled out of her marasmic

state, started eating again, gradually gaining

strength. Two daughters were in constant attend-

ance and deserved our admiration for their grasp

of nursing requirements and their devotedness. Es-

timated days saved: 28. In spite of serious situa-

tion at times physician made only 3 home visits

in the first month.

2) A second case more recently was that of a

19-year-old white female with extensive arterio-

sclerotic heart disease, previous myocardial infarc-

tion and cerebrovascular accident, and diabetes

mellitus who had entered the hospital for subfascial

nerve dissection of skin flap from left chest T5

through T10 because of severe postherpetic neural-

gia. Hospital course was very stormy with wound
dehiscence and hemorrhage on 4th post-operative

day, acute pulmonary edema on 10th post-operative

day followed by septicemia probably secondary to

genitourinary tract infection. She was still a very

fragile elderly lady when she was transferred to

Home Care. Estimated days saved: 28 or re-

admission mandatory because recurrent congestive

heart failure developed on 2nd day at home. Diu-

retics with increase in digitalis, and O2 instituted

at home, however, corrected this problem. Daily

nurse visits and 3 physician visits in the first week
helped. Foley bladder catheter reinsertion was also

mandatory as were EKG’s and laboratory data.

III. Interim Care Patients:

1) 71 -year-old white male with cerebrovascular

accident, arteriosclerotic cardiovascular disease, di-

abetes, and gastrointestinal bleeding. In hospital 28

days, transferred to daughter’s home where wife

and daughter care for him. Initially course was

satisfactory, but after few days patient’s condition

worsened and became unmanageable. Patient was

transferred to Nursing Home then to VA Hospital.

On Home Care 14 days. Hospital days saved: 14

and perhaps more as transfer to Nursing Home or

VA facilities from Hospital sometimes takes longer

than 14 days.

2) 60-year-old white male with cerebrovascular

accident and brain tumor. Course was one of ex-

pected gradual decline with wife anxious to give

full care. Patient had seizures in two of which he

was taken via Rescue Squad to Accident Room but

returned home. On the 36th day a major stroke

occurred as anticipated and he was admitted to

Rhode Island State Medical Center for chronic

care.

IV. Short-Stay Patients:

1 ) 62-year-old white male with obstructive em-

physema and corpulmonle admitted to Home Care

TABLE 4

Reasons for non-acceptance:

a. Family did not want home care (3)

b. No one in home to give care (5)

c. Physician not on Kent County Memorial Hospital

Medical Staff (2)

d. No care needed (6)

e. Patient too ill to be cared for at home by family

available (10)

f. Geographically out of boundaries set by the pro-

gram (3)

g. Procedure with Public Assistance not established

when patient referred to Home Care (1)

h. Patient expired before discharge to Home Care (2)

i. Patient required only nursing services (4)

j. Patient went to nuhsing home (6)

k. Patient had already received maximum benefits

on previous Home Care admission. (1)

l. Referred to State Rheumatic Fever Program. (1)

m. Patient to come to P.T. Department. (1)

No. of Visits

32

78

460

528

11

72

4286

69

425

532

494

1060
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with intermittent positive pressure breathing unit

(Bennett) on Home Care 3 weeks. Estimated days

saved: 7.

2) 60-year-old white female with fractured pel-

vis. Physiotherapy, exercise, and walking with walk-

er. Days saved: none because not referred soon

enough.

3) Several patients with acute myocardial in-

farction were transferred to Home Care after 21

days in the Hospital to continue convalescence at

home with laboratory control of anticoagulant the-

rapy and follow-up of one of two EKGs for stay

of 3 to 4 weeks depending on severity of attack.

VI Terminal Cases :

1) 58-year-old white male with cancer of lung,

superior mediastinal syndrome and metastases to

genitourinary tract. One Home Care 62 days. Wife

semi-invalid was helped in patient’s care by daugh-

ters and sons-in-law. Patient critically ill through-

out his stay at home. Required visiting nurses

daily in last week, commode, lambs wool puff, med-

ications for pain, laboratory tests. Social worker

played important supportive reassuring role. Con-

vulsive seizures occurred, but family able to cope

with these and prepared to meet every new devel-

opment. Patient was aware of his serious condition

and grateful for all the services received at home.

It was felt that all 62 days were Hospital Days

saved. No nursing home could have provided the

faithful 24-hour care this patient received from his

family.

2) 54-year-old white female with giant cell can-

cer of thyroid, metastases to brain and lung. Status

post-tracheostomy. Diagnosis, cobalt therapy and

tracheostomy carried out at Rhode Island Hospital.

Admitted to Kent County Memorial Hospital and

transferred to Home Care, expired after 8 days at

home. Hospital days saved: 8. Two daughters had
taken care of this patient most willingly. Even
though patient was acutely ill she was aware of her

home surroundings and content therein.

VI. Children on Home Cares

Several have been taken on. Age range from

few months to 15 years.

1 ) 5-year-old boy with spiral fracture left femur.

Days saved: 21. Normally this type of case would

not be a candidate for Home Care, but patient was
very lively and mother inadequate with four other

siblings and home in a devastated condition. Child

fractured the cast 3 times in spite of firm rein-

forcement.

2) 10-year-old girl with rheumatic fever. Bed
rest for 90 days with laboratory tests, EKG, and
other studies.

3) 11 -year-old girl with newly discovered dia-

betes and congenital heart disease. Difficult adjust-

ment here for both mother and child.

4) Several other diabetic children have been ac-
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cepted because Home Care with nutritionist helped

mother and child to adjust more quickly to diet,

exchange lists, insulin therapy, and meal planning

for entire family.

5)

Two boys with acute glomerulonephritis and

one girl with chorea were accepted for care with

visiting nurse and laboratory data for control.

VII. Exceptional Cases:

1) Admission to Home Care from Nursing Home
following hospitalization

A. Diagnoses: Fracture of left clavicle; com-

minuted fracture proximal right tibia; fracture of

right pubic bone; fracture of right ischial bone,

traumatic shock; multiple abrasions. Hospitaliza-

tion — 53 days. Nursing Home — 53 days. Home
Care — 42 days.

History: This 62-year-old woman was well and

working in Houskeeping Department of Kent Coun-

ty Memorial Hospital until automobile accident in

which she sustained above injuries. She was treated

at Kent County Memorial Hospital Accident Room
for shock and then admitted. After 53 days of hos-

pitalization she was transferred to a Nursing Home
for recuperation where she remained for 53 days

and progressed to the point where she could manage
at home, alone, with the help of the coordinated

services of Home Care and the help of her family.

Treatment: While on Home Care she received

the services of the pharmacy, loan of equipment

(cane), and visits bv the doctor, social worker, co-

ordinator, physical therapist, and visiting nurse.

Progress: After 42 days on Home Care she had

a follow-up x-ray study which showed the frac-

tures to be healed. She was discharged from Home
Care much improved, able to manage by herself,

get up and down stairs without a cane, looking

forward to returning to work parttime. It was es-

timated that 14 of the 42 days on Home Care were

hospital days saved.

Classification: Orthopedic disability classifica-

tion, on admission to Home Care: Class 2, on dis-

charge from Home Care: Class 1.

2) Admission to Home Care from other hospitals

A. Private Hospital

Diagnoses: Cerebral thrombrosis; generalized

atherosclerosis; right renal lithiasis; arteriosclerotic

heart disease. Hospitalization — 20 days. Home
Care — 148 days.

History: A 63-year-old woman who was admitted

to the Home Care Program for further follow-up

and care via transfer from Jane Brown Memorial

Hospital where she had been hospitalized for ap-

proximately three weeks with a cerebral thrombosis

leaving her with left hemiplegia. She also had evi-

dence of generalized atherosclerosis, right renal

lithiasis, and arteriosclerotic heart disease by his-

tory.

(Continued on next page)
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Treatment: Physical therapy and visiting nurse

association supervision.

Progress: At the beginning of the program, this

63-year-old lady showed complete flaccid paralysis

of her left extremities but maintained a good atti-

tude with regard to desire to regain as much func-

tion as possible in her extremities. Over the period

of the next five months under this regime, she re-

gained considerable function and was able to get

about with the use of quadrican and a short leg

brace. At the end of the 5-month period the pa-

tient was discharged from the Home Care Program

to be followed and evaluated by the Rhode Island

Hospital Department of Physical Medicine.

Approximate hospital days saved — 42 days.

Classification: Functional and therapeutic car-

diac classification and orthopedic disability classi-

fication — on admission to Home Care: Cardiac —
Class 2B, Orthopedic — Class 4; on discharge from

Home Care: Cardiac — Class 2B, Orthopedic -—

-

Class IB.

B. General Hospital

Diagnosis: Primary Carcinoma of the Cervix

Uteri; Generalized Carcinomatosis. Hospitalization

— 32 days. Home Care — 5 days.

History: This is a 42-year-old female who was

transferred from the Rhode Island Hospital to the

Kent County Memorial Hospital Home Care Pro-

gram with a diagnosis of metastatic carcinoma

generalized, secondary to a primary carcinoma of

the cervix. She wras accepted because it was felt

she would derive more satisfactory treatment in her

owm home while continuing to require follow-up for

laboratory studies on her blood because of the

cobalt treatment she had received and the Steroid

medication she was still on.

Treatment: The patient received daily visiting

nurses’ visits for the first week. Her medication con-

sisted of Darvon® Compound 65 mg. every 4 hours,

Aristocort® 8 mg. every 6 hours, testosterone 25

mg. intramuscularly every other day, Thorazine®

20 mg. 4 times a day.

Progress: Her husband, mother-in-law, and one

daughter visited her daily and stayed with her at

home. She suffered from copious sweating which

drenched her bed particularly throughout the night.

A bedside commode and fracture pan were provided

in addition to a hospital bed. One the morning of

her 6th day at home, the patient was noted to be

unresponsive with stertorous breathing and some

nuchal rigidity. She was pale, cachectic, and incon-

tinent. She was consequently re-admitted to the

hospital but this time to the Kent County Memo-
rial Hospital where she expired 9 days later. It

was felt that the entire 5 days this patient was on

Home Care were hospital days saved.

3) Admission to Home Care directly from home
in lieu of hospitalization

A. Diagnoses: Disseminated lupus erythemato-

sus; acute and chronic osteomyelitis.

Home Care — 34 days.

History: 44-year-old woman had been hospital-

ized at New England Center Hospital seven times

since 1960 and also at Kent County Memorial

Hospital. Her chief complaint at this time was a

flare-up of abscessed areas on left ankle and right

knee of two weeks duration.

Treatment: Drainage was established with a les-

sening of pain. She required urgent x-ray studies

of draining areas, culture and sensitiveities of pu-

rulent drainage (which showed a staphylococcus-

aureus, coagulase positive), complete blood count,

dressings, and medications. She was admitted to

Home Care for the coordination and provision of

these services in order to avoid hospitalization of

approximately four to six weeks in a barrier bed.

It was understood that hospitalization might still

be necessary for a surgical procedure (sequestrec-

tomy), but that the hospital stay would be con-

siderably shortened by utilizing the services of

Home Care. Her treatment at home included

1,000,000 units penicillin orally daily, daily dress-

ings, and repeated culture and sensitivities of

drainage.

Progress: During this time she was seen by the

doctor, the visiting nurse and the Home Care co-

ordinator. After two weeks on penicillin the culture

and sensitivities were repeated, and no growth was

seen after two days. The penicillin was continued,

the drainage had stopped, and the patient was dis-

charged from Home Care improved. It was felt

that all of the 34 days on Home Care were hospital

davs saved.

B. Diagnosis: Argentaffinoma of cecum; meta-

static argentaffinoma to mesenteric lymph nodes

and liver.

Home Care — 66 days.

COMPUTER
Billing — Bookkeeping — Taxes

For PHYSICIANS AND DENTISTS

. . . Since 1959 . . .

MEDICAL MANAGEMENT, INC.

381-9141
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Left, Housewife ironing caluses. Right, Jeweler’s

plier callus.



Editorials

WHAT HAPPENED AT COLUMBIA?
It is amazing to us that a university having the

status, wealth, and prestige of Columbia University

should lend its name to a project as controversial

as the Strickman cigarette filter. Doctor Grayson

Kirk, President of Columbia, said that the filter

“may be able to make a substantial contribution

to the health of the American people” — those un-

willing or unable to give up cigarettes. The an-

nouncement of sponsorship of the new filter on July

12 had been approved (not unanimously) by the

board of trustees of Columbia. Doctor As'hbel C.

Williams, President of the American Cancer Soci-

ety, called this sponsorship “extraordinary.”

Certain facts related to these events are of inter-

est. Robert L. Strickman, an independent research

chemist, had had no previous relationship with Co-

lumbia— as student, faculty member, or researcher.

He offered the filter to Columbia after he had tried

without success to interest cigarette manufacturers.

None of the research or development work related

to the filter had been carried out at Columbia or

under its sponsorship. The College of Physicians

and Surgeons at Columbia arranged for tests of the

filter to be carried out by a commercial agent —
a strange procedure indeed, considering the capa-

bilities within the school and its presumably un-

biased position. Finally, the inventor reserved for

himself a ten per cent interest in the proceeds.

Certain questions come to mind. Why did Colum-
bia put on such a potent public relations circus?

Why was not the announcement deferred until fur-

ther product information, held up for patent and
licensing purposes, could be provided? Is it proper

for a university to lend its prestige to a product to

the development of which it made no creative con-

tribution? Should it promote a gadget, the effec-

tiveness of which as a disease deterrent may not

be determined for many years? Will cigarette com-
panies use the leverage of Columbia’s sponsorship

to increase the sale of cigarettes? Should not Co-

lumbia have tested the filter first and endorsed it

later?

Cigarette filters thus far have been a slender

reed upon which to support claims of cancer, em-

physema, and those disorders more specifically as-

sociated with the nicotine effects. Experience seems

to indicate that removal of tars and nicotine have

not been accomplished effectively by those filters

currently available. It is unlikely, in fact, that to-

bacco addicts would find a cigarette satisfactory

that did not provide a modicum of flavor and some

nicotine.

As for the altruism of Strickman, he has risked

very little by “giving” his rights to Columbia Uni-

versity. If the promotion fails, he is where he was.

If promotion succeeds, his ten per cent interest will

be Eldorado itself.

In accordance with our long term policy of dis-

couraging cigarette smoking as the only sure way
to decrease the incidence of lung cancer, emphy-
sema, coronary disease, and peptic ulcer, we deplore

this activity of Columbia University which could

only weaken the campaign against cigarette smok-

ing. We agree with the words of William F. Hene-
ghan, engineering executive and alumnus of Co-
lumbia, who wrote to President Kirk:

“I believe that you owe the university alumni

and the university community a detailed expla-

nation of all the hullabaloo this week concern-

ing Mr. Strickman and his cigarette filter. For

the educated observer, I believe that there is a

high probability that the scientific integrity of

the university has been compromised. Mr. Strick-

man’s invention is either trivial or of far more
importance than was indicated in the press re-

leases. . . . The newspaper accounts of the press

conferences and the filter technology emit a

strong odor of snake oil.”

HOME CARE PROGRAM
Published elsewhere in this issue are two papers The apparent success of the plan in saving dol-

describing the two year pilot program in Home lars and releasing acute hospital beds and in pro-
Care conducted at the Kent County Memorial Hos- viding new benefits for the patient would seem to
pital. Doctor Muriel Wilbur’s paper gives the his- indicate an urgent need to introduce the plan into
torical background of the project, while that of all of the general hospitals of the State. Perhaps
Doctor Jeannette Vidal provides a comprehensive the opportunity to read of this significant contribu-
summary of the first two years’ experience. tion will provide the necessary stimulus.
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DODOS
We have already in these columns commented

upon the rapid disappearance of the general prac-

titioner from the medical scene. His disappearance

is really but one aspect of the radical changes which

have taken place or are in progress in the nature

of medical practice. At a recent 35th medical

school reunion there was much formal and informal

discussion of the future of medical practice. One
graying veteran, after hearing of the rise of group

and academic medicine, observed: "Boys! We’re

dodos!

”

Group practice as one solution to the problems

of medical practice has been advocated in widely

differing circles. It has been a particular pet of a

local medical writer. Walter J. McNerney, president

of National Blue Cross, notes that young physi-

cians are increasingly turning away from traditional

individual fee-for-service practice and entering into

group prepaid practice. He believes the movement
will be broadly visible within two years. He at-

tributes this trend to the demand of the public to

get "more say in how medical services shall be or-

ganized.” John W. Gardner, Secretary of HEW,
congratulated him ‘‘for emphasizing the need to

focus on the most effective use of physician services

and regional cooperative arrangements to assure

the most efficient use ... of health care resources.”

There is also a visible interest in this approach

in medical schools, in a number of which faculties

have established medical practice groups. The belief

is that group practice in this milieu serves to pro-

vide teaching and community service simultane-

ously.

Half of the states have laws prohibiting pre-

paid group practice. Yet the Federal Government
is encouraging the establishment of group practice

by providing FHA backed loans for the construc-

tion of facilities. The Bureau of Health Services in

the United States Public Health Service is issuing

demonstration grants to organizations, such as

unions and community service organizations, that

are interested in studying the feasibility of estab-

lishing group practice. In the Rhode Island area

one union is already building such a facility, while

another is carrying out a feasibility study.

The PHS is also encouraging the inclusion of

group practice in Partnership for Health and Re-

gional Medical Programs planning. HEW has in-

cluded a Group Practice Section within its Health

Economics Branch. Next fall, it will hold a national

conference on group practice to which representa-

tives of medical societies, insurance companies, and

local and state governments will be invited. Dis-

cussion will be directed to the potentialities of the

various types of group practice to increase physi-

cian productivity. Legal barriers and the relation-

ships between groups and medical societies and hos-

pitals will be studied.

In view of all of this frenzied activity, organized

medicine ha sits work cut out. Serious consideration

must be given either to the preservation of private

individual practice or to smoothing the transition.

A whole generation of well-educated and well-

trained physicians, whose skills will be sorely need-

ed, must be looked out for or integrated into the

new scene.

If group practice is indeed the wave of the fu-

ture, personalities or political considerations must

not be permitted to exclude any individual physi-

cian from a useful and dignified role. The oppor-

tunity for all to earn a living must be preserved.

We must not permit them to become dodos.

AIR POLLUTION CONTROL
The United States Department of Health, Edu-

cation and Welfare has proposed the establishment

of standards for control of major industrial sources

of air pollution. These standards, which would be

set on an industry-by-industry and pollutant-by-

pollutant basis, are currently before the Senate

Public Works Committee. Doctor John T. Middle-

ton, Director of the National Center for Air Pollu-

tion Control, has recommended that standards be

uniform in all areas of the Country. They would

be set only for those sources of pollution that could

be controlled through techniques that are economi-

cally and technically feasible and only to the de-

gree necessary to avoid ill effects or other undesira-

ble sequelae.

A powerful lobby consisting of the United States

Chamber of Commerce, the National Association of

Manufacturers, the American Mining Congress, and

the National Coal Association, and other individ-

ual industries is strongly opposed to this approach.

Because the economic resources of industry have

definite limits, they urge that the rules should be

applied on a regional basis and only to areas hav-

ing the most severe pollution problem. They are

anxious that Federal domination be avoided. In

answer to this, Doctor Middleton noted that a local

control officer might “find it more feasible to jump
on the back yard incinerator and let the steel mill

go.”

While there are many industrial sources of air

pollution for which feasible control measures are

not available, there are others now clearly justifi-
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able on the basis of cost and probable benefits. One

of these is pollution by oxides of sulphur, for which

desirable limits have recently been published. In-

dustries for which national standards are desirable

are steel, other metallurgical industries, petroleum,

chemicals, and pulp and paper. Criteria for the va-

rious pollutants are either known or will be pub-

lished in the next few years. The National Center

for Air Pollution Control is performing an invalu-

able service in this field. A survey published by

them in March contained 96 references on the

hazards of sulphur dioxide. The Center operates

172 sampling stations throughout the United States,

besides its main laboratories in the Denver area.

While industry can be expected to look after its

interests, we believe that a national approach is

desirable and that Congress Should not let itself be

overwhelmed by the powerful lobby presently ac-

tive in behalf of business and industry in this field

In the meantime, regional and local programs

are beginning to have some effect. For example,

New York City has just put into effect an anti-

pollution law applying to apartment house incin-

FURTHER HELP FOR VIETNAMESE
Doctor Ngo Gia Hy, dean of the University of

Saigon Faculty of Medicine, met in Chicago late in

May with a group of medical educators and offi-

cials of the American Medical Association and the

United States Agency for International Develop-

ment (AID) to consider plans for the further de-

velopment of the joint United States-Vietnamese

program for strengthening medical education in

South Vietnam.

The program was initiated almost a year ago

upon joint agreement by the governments of the

United States and South Vietnam, the American

Medical Association, and the Saigon Faculty of

Medicine. The American Medical Association su-

pervises and coordinates the program under a con-

tract with the Agency for International Develop-

ment.

Under the program selected American medical

educators act as advisors and consultants to coun-

terpart educators in the Saigon school. Selected

Vietnamese physicians and ancillary medical per-

sonnell will be brought to the United States for

varying periods of specialized education as the

need is indicated. Most of the American educators

erators, a major source of air pollution in that city.

This law provides for some immediate benefits and

others implemented over a period of time. Some

idea of the cost can be gained from the fact that

the New York City Housing Authority alone will

be obliged to spend some $23 million to upgrade the

incinerator facilities in its low income projects.

In Rhode Island the Narragansett Electric Com-

pany has recently announced that it will use na-

tural gas about six months of the year. According

to Austin C. Dalev, the excellent Chief of the

Rhode Island Division of Air Pollution in the De-

partment of Health, this will produce a substantial

reduction in sulphur dioxide in the local atmos-

phere during the period it is in effect. This is in

line with a national trend among electric power

producers resulting from increasing pressure on the

utility industry. The Narragansett is to be con-

gratulated for adopting this new measure volun-

tarily.

The future of air pollution control is not at all

hopeless. While the necessary changes are in many
instances costly, they are highly desirable and

should be supported by the public interest.

MEDICAL EDUCATORS PLANNED
who have participated have spent up to a month

in the Saigon school to learn specific needs.

The ultimate purpose is to increase the number

of physicians in South Vietnam and assure that

they are trained to meet the medical needs of the

Vietnamese. Of the approximately 1,000 medical

doctors in South Vietnam, about 750 are in military

service at any one time. The project is long-range

in nature and will require 10 years of mutual effort

for a satisfactory conclusion.

The present $3,500,000 medical school building

at the University of Saigon was constructed jointly

by the United States and South Vietnam. The first

class entered the building last year. About 50 med-

ical educators are on the faculty, and the govern-

ment of South Vietnam has agreed to release up

to 30 physicians from military service for training

to join the faculty.

A distinguished group of American medical ed-

ucators has been chosen to participate in the pro-

gram. This endeavor is encouraging in view of the

profound needs described by Doctor Howard A.

Rusk in his recent Charles Value Chapin Oration

published elsewhere in this issue (P. 539).

HOSPITAL COSTS
That hospital costs will go higher is the one pros-

pect about which all authorities seem to be in

agreement. Dean Robert H. Ebert of the Harvard
Medical School and Doctor John H. Knowles of

the Massachusetts General Hospital have among
others predicted that the per diem cost in some
hospitals will soon be $100. Some politicians and

some journalists have tended to oversimplify the
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problem by selecting overutilization or overbuilding

of hospitals as the prime causes. The medical pro-

fession has often been accused of a responsibility

all out of proportion to its actual powers or ability

to change its practices.

An analysis of the causes in a recent issue of

Blue Cross Reports is enlightening in that it em-

phasizes their complexity and multiplicity. We can

here do no more than enumerate some of the in-

fluences brought to bear. Two factors having an

important effect on overall costs not directly re-

lated to per unit cost are population growth and

increased utilization. A third important general ef-

fect is inflation. The report points out that popu-

lation growth and inflation are essentially uncon-

trollable. Superimposed upon these and to some ex-

tent independent of them are the increased costs

of labor and facilities.

The increased use of hospitals it attributes to

1. Changing Age Distribution, 2. Increased Bed

Supply, 3. Increased Medical Sophistication, 4.

Third Party Payments, and 5. Greater Use of

Outpatient Facilities.

Increased labor costs are caused by 1. Hospital

Growth, 2. Closing the Gap with Industry, 3. Pro-

fessionalization (and the general trend to special-

ization), 4. Increasing Personnel per Patient, and

5. Fringe Benefits and Unionization.

Related to all of these factors are increased costs

due to medical advances, the centralizing role of

the hospital, and consumer attitudes with the

growing sophistication and awareness of the pub-

lic. The public increasingly views adequate medical

care as essential rather than as a privilege.

The annual report for the past year of the Exec-

utive Director of a hospital in the Providence met-

ropolitan area provides interesting reading because

of its bearing on some of these trends. The follow-

ing paragraphs are quoted from this report:

“For the six month period period (July 1, 1966

to December 31, 1966) the Federal Medicare pro-

gram has changed the picture tremendously. The
percentage of ‘Blue Cross’ days to the total for

this period is down to 45.8 per cent from 72.3 per

cent and the ‘Federal Medicare’ days now account

for 37.4 per cent of the total inpatient days while

representing only 22.7 per cent of total admissions.

“The impact of Medicare on bed occupancy dur-

ing the first six months of the program can be

gained from the following statistics of length of

stay of patients discharged during this period. The

average length of stay for all patients from July 1,

1966 to December 31, 1966 was 10.2 days. The

average length of stay for Medicare patients was

17.0 days. The average length of stay of other than

Medicare cases was 8.1 days.

“Whereas patients in the Medicare category rep-

resented an increase of 4 per cent over the corres-

ponding period of the previous year, average length

of stay for this group increased by 10 per cent

(from 15.4 to 17.0 days). . . .

“1966 saw a substantial increase in the per diem

cost of patient care services as compared with the

previous year. . . .

“Much of the increase in personal service costs

in fiscal 1966 is accounted for by an increase in

the base pay of nursing and other personnel insti-

tuted in October 1965. This increase was of the

order of $9 per week for registered nurses (from

$82 to $91 per week) — $6 for licensed practical

nurses (from $62 to $68 per week) and a salary

adjustment for others.

“A substantial hospital-wide increase in salaries

in the second week of September 1966 will further

alter the picture for fiscal 1967. Average salary

increases will run approximately 15 per cent above

the 1966 level.

“Whereas the principal salary increases were in

the nursing categories, substantial increases were

made necessary by the demands from technical and

other personnel in competition with other hospitals

and industry. . .

There is some informed opinion that hospital

costs may not necessarily for an indefinite period

follow a parabolic curve, but will in the foreseeable

future level off. One factor mentioned is the proba-

bility that eventually the pay scales for hospital

employees will aproach those of industry. If, in

fact, the cost pattern does not moderate, Walter J.

McNerney, President of national Blue Cross be-

lieves that “it is highly likely that completely new

factors will enter the hospital cost system in the

near future, factors such as government controls,

to hold down costs artificially if hospitals are not

able to hold them down on their own.”



The low back pain that is most frequently seen in general practice

is mechanical in nature, i.e., postural back pain, joint dysfunction and
acute back strain .

1,2 For this type of discomfort, a conservative regimen
is usually sufficient to relieve aches and pains, and to help keep
the patient functioning. Components of this basic program include:

oea If the patient is in the

pain-spasm-cycle... there is no alternative

or substitute for absolute bed rest..."
3

l>,ethocarbam0*|||

750 mg
I cikIi ha»lct,r> cikIi hiMct

loll

BoardiJM^^
Boards should be ordered under

0Heat "A very valuable

method of applying

i Jf heat at home is a prolonged

hot bath..."
5

the mattress . . . these boards act

by immobilizing the spine..."
4

Indicated for relief of skeletal muscle spasm. Contraindicated in

hypersensitive patients. Side Effects (lightheadedness, dizziness,

drowsiness, nausea) may occur rarely, but usually disappear on reduced
dosage. Hypersensitivity reactions develop infrequently. See product
literature for further details. Also available: Robaxin® Tablets
(methocarbamol, 500 mg.) Robaxin Injectable ( methocarbamol, 1 Gm./lOcc.)
References: (1 ). Godfrey, C.M.: Applied Therop. 8.-950, 1966. (2). Gottschalk,
L.A.: GP 33.-91, 1966. (3). Rowe, M.L. : J. Occup. Med. 2.21 9, 1960.

(4). Cozen, L. : South Dakota J. Med. J8.-26, 1965. (5). Soto-Hall, R. ;

Med. Sc. 14:23, 1 963. (6) . Weiss, M. and Weiss, S.: J. Am. Osteopath. A.

62:142, 1962. (7). Feuer, S.G., et al.: New York J. Med. 62:1985, 1962.

Robaxiri-750
(methocarbamol, 750 mg. capsule-

shaped tablets) A well-tolerated
6

skeletal muscle relaxant, methocar-

bamol helps relieve spasm

"...without interfering with normal

tone and movement."
7 And there

is little likelihood of sedation.
6

AHIROBINS
A. H. ROBINS COMPANY
RICHMOND, VIRGINIA 23220



NEW EVIDENCE:

Pro-Banthlne® (propantheline bromide)

gives positive, selective benefits in

gastrointestinal disorders.



A N IMPORTANT PROBLEM in

managing gastrointestinal disor-

ders has been the choice of an
anticholinergic agent which will

act positively and selectively on
the gastrointestinal tract without

extensive secondary effects.

Recent direct observations with

the cinefibergastroscope and intra-

gastric photography 1 visually

confirm previous evidence that

Pro-Banthine does, indeed, possess

such selective activity.

Barowsky and his associates

demonstrated that a minimal dose

of 6 to 8 mg. of Pro-Banthine in-

travenously produced complete
relaxation of gastric activity. Sec-

ondary effects were not significant.

By contrast, it required 0.8 mg.
or double the usual dose of atro-

pine intravenously to achieve sim-

ilar gastric relaxation. Side effects

of this dosage of the belladonna

alkaloid were pronounced. Ven-
tricular rates were as high as 150
per minute.

For positive, selective anticho-

linergic benefits Pro-Banthine is

indicated in patients with peptic

ulcer, gastritis, irritable colon and
other forms of gastrointestinal

hypermotility.

Intragastric photograph of pyloric region
showing complete relaxation of pyloric sphinc-
ter with 6 mg. of Pro-Banthine intravenously.

Dosage: The maximal tolerated dosage
is usually the most effective. For most
adult patients this will be four to six

15-mg. tablets daily in divided doses. In
severe conditions as many as two tab-

lets four to six times daily may be
required. Pro-Banthine (brand of pro-
pantheline bromide) is supplied as tab-

lets of 15 mg., as prolonged-acting
tablets of 30 mg. and, for parenteral
use, as serum-type ampuls of 30 mg.
The parenteral dose should be adjusted
to the patient’s requirement and may be
up to 30 mg. or more every six hours,
intramuscularly or intravenously.

Contraindications: In glaucoma or se-

vere cardiac disease.

Precautions: Since varying degrees of
urinary hesitancy may occur in the el-

derly male with prostatic hypertrophy,
this should be watched for in such pa-
tients until they have gained some expe-
rience with the drug.
Although never reported, theoreti-

cally a curare-like action may occur
with possible loss of voluntary muscle
control. Such patients should receive
prompt and continuing artificial respi-

ration until the drug effect has been
exhausted.

Side Effects The more common side
effects, in order of incidence, are xero-
stomia, mydriasis, hesitancy of urina-

tion and gastric fullness.

1 . Barowsky, H.; Greene, L.; Bennett, R., and
Buganza, G.: The Effect of Anticholinergic
Drugs on Gastric Motility and Pyloric Func-
tion, Scientific Exhibit, Annual Convention
of the American Medical Association, Chi-
cago, Illinois, June 26-30, 1966.
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Against these three major pathogens

Penicillin-Sensitive

Staphylococci

Beta-Hemolytic

Streptococci



V-Cillin K® provides dependable oral antibacterial activity

because it combines a high degree of in-vitro activity...

Staph. Aureus(Penicillin-Sensitive) Streptococcus, Group A Diplococcus Pneumoniae

Antibiotic

MIC (meg. /ml.)

Median Range
MIC (meg. /ml.)

Median Range
MIC (meg. /ml.)

Median Range

Penicillin V 0.02 0.02-0.04 0.02 0.003-0.4 0.01 0.005-0.2

Penicillin G 0.02 0.005-1.6 0.005 0.002-0.2 0.02 0.01-0.1

Methicillin 1.6 0.4-6.

3

0.2 0.1 -0.4 0.2 0 . 1
- 1.

6

Oxacillin 0.4 0. 1-3.1 0.04 0.02-0.4 0.1 0.04-0.8

Cloxacillin 0.2 0.2-0.8 0.1 0.1 -0.8 - -

Nafcillin 0.4 0.2-0.

8

0.04 0.02-0.1 0.02 0.02-0.2

Ampicillin 0.2 0.1 -0.8 0.02 0.01-0.04 0.02 0.01-0.04

Adapted from Klein, J. O., and Finland, M. : New England J. Med. ,269: 1019, 1963.

with high blood levels, even in the presence of food

Adapted from Griffith, R. S., and Black, H. R. : Current Ther. Res., 6 253, 1964.

V-Cillin K
Potassium Phenoxymethyl Penicillin

700867

(See next page for prescribing information.



New 500 mg. tablets ... a more convenient way to give high doses

\

Description: V-Cillin K is the potassium salt of V-Cillin® (phenoxy-

methyl penicillin, Lilly). This chemically improved form combines acid

stability with immediate solubility and rapid absorption. Higher serum

levels are obtained more rapidly with this penicillin than with equal

oral doses of penicillin G. The higher serum levels and acid stability of

V-Cillin K make it a more dependable penicillin for oral use.

V-Cillin K, Pediatric, is an oral solution of clinically proved V-Cillin K

in teaspoon dosage form. When mixed as directed, each 5 cc. (ap-

proximately one teaspoonful) will contain 125 mg. (200,000 units)

phenoxymethyl penicillin as the potassium salt.

Indications: V-Cillin K has been shown to be effective in the treatment

of streptococcus, pneumococcus, and gonococcus infections as well as

infections caused by sensitive strains of staphylococci. It may be used

for the prophylaxis of streptococcus infections in patients with a history

of rheumatic fever and for the prevention of bacterial endocarditis

after tonsillectomy and tooth extraction in those patients with a history

of rheumatic fever or congenital heart disease.

Contraindication: V-Cillin K should not be administered to a patient

with a history of penicillin hypersensitivity.

Warnings: In rare instances, the use of penicillin may cause acute

anaphylaxis which may prove fatal unless promptly controlled. This

type of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin and in those with bronchial asthma or
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HOME CARE AT KENT COUNTY
HOSPITAL

(Continued from Page 560)

History: Patient is a 50-year-old registered nurse

who was admitted to the hospital 1-11-65 for polyp

of cecum after two to three weeks of discomfort in

right lower quadrant, particularly at the end of the

day. Barium enema showed a polypoid lesion of the

cecum. Surgery was performed, and revealed the

above diagnosis which was confirmed by the path-

ology report. A partial right colectomy and biopsy

of the liver were done. The patient went home from

the hospital feeling better on 1-20-65. She was re-

ferred to Rhode Island Hospital Cancer Program

several weeks after convalescence from above sur-

gery and returned to work. She was given intra-

hepatic artery chemotherapy for isolated perfusion

treatment to liver. In November 1965 she was bed-

ridden with increasing weakness, cachexia, large

nodular, non-tender mass in abdomen extending to

iliac crest, and edema of both feet and legs. The
catheter was sealed in situ into abdominal cavity.

Treatment: She was admitted to Home Care for

coordination and provision of services. She required

equipment (commode, hi-low bed), medications,

laboratory follow-up, and dressings. She had two

over-night hospital admissions while on Home Care

for a course of intravenous tryptophane mustard.

Progress: Over-night hospital admissions for in-

travenous tryptophane mustard on 9th and 23rd

days. Although scheduled for a course of four treat-

ments, these were discontinued after two treat-

ments. Condition continued to deteriorate, but pa-

tient welcomed Home Care as she wanted to remain

at home as long as possible. Finally on 66th day
she was admitted to Kent County Memorial Hos-

pital and expired on next day. It was originally es-

timated that at least 60 days of hospitalization

would be saved and that the full time on the Home
Care Program would be the actual hospital days
saved.

Home Care days use 66.

C. Diagnoses: Acute synovitis left hip; status

post-partum low forceps delivery.

Home Care — 41 days.

History: 43-year-old woman who had onset of

pain in left hip three weeks before delivery —
pain continued after delivery, x-ray studies nega-

tive for bone involvement.

Treatment: Bed rest, assisted range of motion to

left hip, Russell’s traction 5 lbs. to left hip.

Progress: Hospital bed rented, Russell’s traction

set up. Patient on complete bed rest, then pro-

gressed to bath-room privileges on crutches. After

18 days patient saw doctor and no longer needed
traction but could be up on crutches and wheel
chair. Bed and traction removed. 3 weeks later pa-

(Continued on next page)

TABLE 6

Diagnosis For Which Treatment Was Given:

Blood Dyscrasias 4

Cardio-vascular Diseases 75

ASHD 16

Congenital Heart Disease 2

CVA 34

HCVD 2

Arterial insufficiency—left foot 1

AS'CVD (Multiple system involvement) 1

Acute Myocardial Infarction 6

Arteriosclerotic Ulcers 1

Rheumatic Heart Disease 2

Acute Thrombo-phlebitis 3

Sub-acute bacterial endocarditis 1

General arteriosclerosis 2

Rheumatic Fever 4

Endocrinopathy
Diabetes 12

Malignancies 27

Mycosis fungoides 1

Carcinoma 26

Neurological Disorders 8

Parkinson’s Disease 1

Amyotrophic lateral sclerosis 1

Sciatic neuritis 1

Polyneuritis 1

Sydenhan’s Chorea 1

Paraplegia 1

Multiple Schlerosis 2

Orthopedic Problems 50
Fractured pelvis 5

Multiple fractures 4
Cervical cord injury 1

Fractured hip 10
Fractured femur 9
Fractured tibia 5
Acute synovitis l

Aseptic necrosis head of femur 1

Arthritides 7
Dislocated knee l

Osteomyelitis 3
Ruptured disk repair l

Osteoporosis—lumbar spine 2

Respiratory Diseases 7

Emphysema 4
Intractable asthma 1

Pneumonia 2

Urological Diseases 4

Ureteral Calculus 1

Nephro-Sclerosis 1

Acute glomerulonephritis 2

Surgical Problems 29

Leg amputation 6
Third degree burns 3

Leg ulcer 2
Incarcerated inguinal hernia 1

Gastrectomy—wound infection 1

Incisional herniorrhaphy and wound infection 1

Acute pancreatitis 1

Radical mastectomy l

Duodenal ulcer 2
Skin grafting 1

Diverticulitis 7
Chronic gall bladder disease 1

Cellulitis 1

Cholecystectomy—wound evisceration 1
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tient saw doctor and was much improved, wheel

chair returned following day, discharged from Home
Care. For the first two or three weeks this family

much needed a Homemaker, with a new baby and

bed-ridden mother. However, none was available.

Once the mother was up in wheel chair the situa-

tion was greatly eased.

It was felt that 21 of the 41 days on Home Care

were hospital days saved.

Classification: Orthopedic Disability Classifica-

tion — On admission to Home Care: Class 5; on

discharge from Home Care: Class 1.

3) Traction patient at home in lieu oj hospital-

zation

A. Diagnoses: Osteoarthritis — lumbar spine;

hypo thyroidism.

Hospitalization — 11 days; Home Care — 26

days.

History: 57-year-old woman had a mild myocar-

dial infarction in 1963. She was diagnosed as hy-

perthyroid a few months before myocardial infarct,

and had been treated for arthritis and bursitis of

hips several years before. Patient had been having

severe pain in lower back radiating to postero-

lateral aspect of right leg for past three or four

months.

Treatment: Treated with aspirin and Indocin®

without improvement. She was admitted to hospital

for studies and traction.

In the hospital she was started on straight leg

traction with very little relief. After one week she

was tried on pelvic traction and it was decided to

continue this at home.

Progress: After approximately three weeks of in-

termittent pelvic traction (patient could not tole-

rate continuous traction) and vitamin B12 injec-

tions three times weekly, the patient’s progress was

reviewed, her lack of improvement noted, and her

doctor omitted the traction and vitamin B12 treat-

ment. Therefore, the patient was discharged from

Home Care unimproved to continue treatment by

doctor in his office.

It was felt the full time of 26 days on Home
Care were hospital days saved.

Classification: Orthopedic disability classifica-

tion, on admission to Home Care: Class 4; on dis-

charge from Home Care: Class 1-A.

CONCLUSIONS
From all this what can we conclude? Mr. Wil-

liam H. Lang, Administrator of Kent County Me-
morial Hospital summed it up as follows: “We have

proven several things: — one is that although the

costs for Home Care lie between and 1/3 that

of hospital care it does not necessarily mean sav-

ings for the hospital or Blue Cross, for we have

added a new service and Blue Cross has added a

new benefit to their plan, but a definite saving to

the patient and that of course is where it counts

TABLE 7

Description of equipment and apparatus loaned
(total of 230 pieces consisting of):

Bed Pans
Fracture Pans
Suction apparatus
Intermittent Positive

Presure Machine
Overhead bed frame
Chair Platform
Wheelchairs
Urinals

Commodes
Sitz bath chair

Crutches
Walkers
Raised toilet seat

Hospital Beds
Quadricanes
Bed Boards
Cradle for bed clothes
Oxygen tank and mask
Commode Platform
Canes
Oxygen tent

Side Rails

most. Kent County Memorial Hospital has had

a utilization percentage of between 90 and 100 per

cent for the past 5 years in medical and surgical

beds with a waiting list of from 6 to 8 weeks and
a building program in the planning stages. Home
Care has been beneficial in making room for the

more acutely ill patient, and it has provided good

continuous patient care. We have had wonderful

cooperation from our medical staff and the partici-

pating community agencies. It has shown that the

voluntary agencies of a community can work ef-

fectively together.”

Blue Cross and Physicians Service have con-

cluded that “The two year Pilot Program was most

successful. Savings to the community are estimated

to be $62,800 from the program. Projecting this

over a ten-year period such a program would save

at least $314,000, even if it serviced only the lim-

ited number of patients included over the past 2

years. ... It fulfilled a meaningful need in the

Kent County area, and most important the pro-

gram helped reduce the critical need for additional

acute hospital beds at the Kent County Memorial

Hospital. After thorough consideration of the re-

sults of this Home Care experiment, the Blue Cross

and Physicians Service Boards of Directors recom-

mend to other member hospitals the adoption of a

similar program of home care so that this new
benefit may be available to subscribers on a state-

wide basis.”

The Home Care Team and the doctors recognize

that the attending physician is the key person and

that therefore any Home Care Program is success-

ful only in the measure of its utilization by the

Medical Staff. We believe it is important for the

(Concluded on Page 568)
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HOME CARE AT KENT COUNTY
HOSPITAL

(Concluded from Page 566)

medical staff to know that the medical director

does not see any Home Care patients except his.

own. The patient recognizes only the role of his

personal physician and is not confused by the pres-

ence of another doctor “in the house.”

An important item for the doctor is billing for

services: For Blue Cross-Physicians Service sub-

scribers under 65 a form is available which is sent

in at the end of the 120 days. The contract allows

$6.00 a visit for 6 home visits each month or $4.00

a visit for 6 office visits each month on an indem-

nity basis, the balance billed to the patient. For

Medicare (Titles XVIII and XIX) the doctor bills

the patient or the agency as he would for other

patients receiving the same service. For Federal

Blue Cross, major medical, or other insurance sub-

scribers the doctor bills the patient directly. The

patient then applies this to any applicable deduc-

tible amounts. Federal Medicare has presented

problems in that patients have full coverage while

certified for their hospital stay, but then have a

deductible item for laboratory and medication cov-

erage when they return home. Federal Medicare

authorities in Washington will try to solve this

problem and are studying the concept of the or-

ganized Home Care patient as a hospital patient

deserving all of the same privileges. Possibly all

insurance carriers will accept this definition if Fed-

eral agencies do. For the moment in the best in-

terest of all concerned, Home Care is being given

to all who need it with invaluable services being

rendered by our social service director and nursing

coordinator who know and explain the intricacies

of this financing to all persons involved.

On the whole, we believe that a Medical Staff

with a Home Care Department has a valuable tool

which provides almost limitless benefits both tan-

gible and intangible to its members, their patients,

and the hospital.

It has been a rare privilege and challenge to have

I
1
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HOME CARE—WHAT IT MEANS
(Concluded from Page 556)

the 70 physicians eligible to participate, 75 per

cent made use of the program for their patients.

ADAPTABILITY TO OTHER HOSPITALS AND
OTHER AREAS

Both large and small hospitals in various parts

of the country as well as other community agencies

have sponsored home care programs. The initial

program at Kent County Memorial Hospital was

watched with interest by its own team, the med-

ical staff of the Hospital, as well as other com-

munity groups. The participants in the program

feel that other hospitals should seriously consider

developing a home care program as part of their

services.

Home care is not a panacea. It is one of the

many ways to utilize hospital facilities to shorten

the length of hospital stay, to provide care for the

chronically ill, and to furnish continuous patient

care. Home care is not the complete answer to these

problems. It is but a tool, but it is a good tool

when used in situations where it is needed and

can be effective.
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REPORT OF ACTIONS OF THE HOUSE OF DELEGATES
OF THE AMERICAN MEDICAL ASSOCIATION

ANNUAL SESSION, June 18-22, 1967, At Atlantic City, N.J.

Rhode Island Delegates : EDMUND T. HACKMAN, M.D. and HARRY E. DARRAH, M.D.

The House of Delegates of the American Med-

ical Association was presented with 151 items of

business on which action had to be taken, including

a record total of 123 resolutions from state med-

ical associations, at the 116th Annual Convention

held at Atlantic City, N.J. from June 18-22. Your

delegate, alternate delegate Dr. Harry E. Darrah,

President Stanley D. Davies, President-Elect John

J. Cunningham, and executive secretary, John E.

Farrell, were in attendance at the sessions and the

reference committee meetings.

The need for increasing interest in community

health programs was emphasized by both the out-

going President, Dr. Charles L. Hudson, and the

new leader, Dr. Milford O. Rouse of Texas.

At Sunday’s opening session, the House heard

outgoing President Charles L. Hudson, M.D., Cleve-

land, Ohio, urge physicians of the United States to

“take the initiative and apply local solutions to

local problems” in order to “persuade people that

the proper function of government is to confine its

activities to the support of private enterprise rather

than to act as a competitor.” Dr. Hudson stressed

that it remains a continuing charge of physicians

“to seek out and meet any discovered needs for

health care” and observed that “One of the greatest

challenges facing the medical profession now and in

the immediate future ... is the organization of

community health care.”

At his Tuesday evening inauguration as the As-

sociation’s 122nd President, Milford O. Rouse,

M.D., Dallas, Texas, followed a similar theme in

pointing out that “The federal government is mak-
ing its moves into areas where, to its own satisfac-

tion at least, it is able to demonstrate unfilled needs

for health care or health care planning. If we are

alert to our responsibilities for filling all of the ap-

parent vacuums in communitywide health programs,

we can eliminate areas which may seem to demand
government involvement.”

After many hours of Reference Committee hear-

ings and additional debate on the floor of the

House, 27 of the 123 state resolutions were
adopted; another 25 were amended and adopted;

27 were referred to the Board or to one or more
councils; 22 were combined with one or more others

into substitute resolutions; 8 were replaced by sub-

stitute resolutions; and 14 were not adopted.

The will of the House was expressed on a great

variety of subjects.

THERAPEUTIC ABORTION
One subject that has generated interest not only

in the profession but among legislatures and the

public is therapeutic abortion.

The House updated the Association’s 1871 policy

on the subject which, according to the Reference

Committee report which was adopted, was not only

antiquated but lacked even the rudiments of ade-

quate safeguards to prevent abuse. The updated

policy, the House agreed, is in keeping with modern

scientific knowledge, contains necessary safeguards

and permits the physician to exercise his personal

conscience and medical judgment in the best in-

terest of his patient, over-riding objectives in any

medical decision.

The following was established as policy of the

American Medical Association:

“.
. . Recognizing that there are many physi-

cians who, on moral or religious grounds, oppose

therapeutic abortion under any circumstances, the

American Medical Association is opposed to induced

abortion except when:

“(1) There is documented medical evidence that

continuance of the pregnancy may threaten the

health or life of the mother, or

“(2) There is documented evidence that the in-

fant may be born with incapacitating physical de-

formity or mental deficiency, or

“(3) There is documented medical evidence that

continuance of a pregnancy, resulting from legally

established statutory or forcible rape or incest may
constitute a threat to the mental or physical health

of the patient;

“(4) Two other physicians chosen because of

their recognized professional competence have ex-

amined the patient and have concurred in writing;

and

“(5) The procedure is performed in a hospital

accredited by the Joint Commission on Accredita-

tion of Hospitals.

“It is to be considered consistent with the prin-

ciples of ethics of the American Medical Association

for physicians to provide medical information to

State Legislatures in their consideration of revision

and/or the development of new legislation regard-

ing therapeutic abortion.”

(Continued on next page)
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HEALTH CARE COST
“Today . . . the ability of the physician to serve

his patient is being handicapped by the rapidly

rising prices of the various components of health

care.” That is a statement from the Board of

Trustees report adopted by the House with the

provision that it be widely disseminated for study

and evaluation as to its applicability in local areas.

“Indeed,” the report continued, “if the price of

health care continues to outrun slower increases in

consumers’ income, the problem of medical indi-

gency will assume alarming proportions.”

Basic problems in the over-all design of the na-

tion’s health care system, as shown in the adopted

report, include inadequate numbers of new physi-

cians and shortages of other individuals trained to

function as part of the health care team; the pres-

ent organization and management of the nation’s

hospitals, with respect to their “privilege of auto-

matically translating all higher costs into higher

prices” which “must now be questioned;” diagnos-

tic and therapeutic care outside of a hospital; and

legislation in the health field.

A number of actions were taken to outline pos-

sible solutions to the problems of higher health care

costs. One important one was the adoption of a

progress report on strengthening and improving

voluntary health insurance programs, submitted by

the Council on Medical Service. The House ac-

cepted the Council’s statements that it would “con-

tinue to study the scope and patterns of benefits,

public demands for coverage, the performance of

health insurance and prepayment programs and ac-

cumulation of data for future use;” and that the

Council would “proceed to develop guiding princi-

ples for health; insurance and prepayment pro-

grams.”

As further efforts in this direction, the House
referred to the Board and to the Council on Med-
ical Service a resolution that the AMA “consult

with insurers in an effort to change their policy of

insurance coverage so that payment can be made
for diagnostic procedures and minor surgery per-

formed in the physicians’ office and/or in the hos-

pital out-patient department;” adopted a resolution

that the Association petition congress to remove

the restriction on first-dollar deduction from in-

come tax laws for health care expenditures; and

adopted the over-all policy that “physicians . . .

continue to do everything possible to help the

public conserve its health care dollars.”

GOVERNMENT HEALTH PROGRAMS
As might be expected, a great many reports and

resolutions dealt directly or indirectly with the As-

sociation’s relationships with government and with

the multitude of government programs existing or

proposed in the health field.
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The House re-af fired Association policy that

"The medical profession has long and consistently

held to two basic positions concerning personal

health care and its financing: that no one should

go without needed care because of inability to pay,

and that responsibility for payment rests first on

the individual himself and then, to the extent that

he is unable to pay, on his family, the community,

the state, and, to the extent that lesser levels of

government are unable to finance the care, the

federal government.”

Regarding the Title XIX program, the House

made it policy that “the medical profession should

now take a firm stand in support of the Title XIX
approach in improving the health and the delivery

of health care services to the needy of the nation.”

Recommendations adopted by the House are that

the medical profession take a strong stand in sup-

port of implementation of Title XIX “while still

seeking such changes in the federal legislation and/

or regulations as will improve this program; that

it urge organized medicine to take a leading role in

formulating and directing Title XIX programs at

the state and local level . . . and that it incorporate

in such planning the use of existing voluntary

mechanisms and private customary fee principle,

thus bringing within the mainstream of present

medical care systems the provisions of quality

health care for all Americans.”

Appalachian regional health programs were the

subject of a number of resolutions and the House

adopted the following guidelines for setting up any

such programs: (I) demonstrated need for the

proposed project; (2) local control; (3) participa-

tion of a significant proportion of local physicians

in planning and development of the project; (4)

the operation of any regional, area or county health

service facility shall not infringe upon the private

practice of medicine; (5) all health services, wheth-

er preventive, prophylactic or therapeutic, shall be

rendered at a cost to the patient commensurate

with the social and economic status of the patient;

(6) there shall be adequate medical representation

on all national, state and local bodies having super-

vision or jurisdiction in the development and/or

operation of such health service facilities; (7) these

health service projects shall in no way be developed,

operated or influenced in any manner which could

lead to a government-controlled system of medical

practice.

More generally, in connection with any and all

government medical care programs, guidelines were

adopted by the House:

“The medical profession in any community is

best represented by the local medical society and its

officers. They should be consulted initially, and

(Continued on next page)
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during the process of planning of any and all pro-

jects for the care of the sick and the preservation

of health.”

In proposing any new facility, “It shall be first

determined that existing facilities are so inadequate

that only a complete new facility will provide a

solution.

“The responsibility for the health needs of a

community basically resides at the community level,

and all the local resources . . . shall be examined

before the community accepts government monies.

“If it is deemed advisable to operate a govern-

ment-financed facility in a community, it shall in

no way be binding upon a physician to refer his

patients there; to coerce a physician to service the

facility; and this facility must in no way infringe

upon the private practice of medicine.

“These projects should not be developed or op-

erated in such a manner as to establish a precedent

that could lead to a governmental controlled med-

ical care system in this country.”

PHYSICIAN CONTROL OVER COLLECTION AND
DISBURSEMENT OF PROFESSIONAL FEES

In adopting a report of the Council on Medical

Service regarding collection and disbursement of

professional fees, the House reaffirmed past action

and provided clear, consistent policy statements re-

flected in these thoughts which are elaborated in

the full report:

NEW . . .

!

LONG-TERM DISABILITY INSURANCE

Guaranteed Renewable To Age 70 For
Those Who Need Amounts In Addition

To the Rhode Island Medical Society’s

Underlying Group Plan.
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Island nor purchase mail-order insurance to have the
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mail-order or individual policy with benefits and

value superior to this one.

For further information, send us your name, address,

and date of birth.

R. A. DEROSIER AGENCY
54 Custom House Street

Providence, R. I. TEmple 1-4833

1. It is proper for the physician to establish the

fee he charges to any patient for professional serv-

ice rendered, with the recognition that a duly con-

stituted committee of his peers may appropriately

review and pass upon the equity and justice of his

charge.

2. It is proper for third party agencies to make
payment of professional medical fees for patients.

3. It is proper for a physician to work with other

physicians in a team approach to the provision of

medical service, recognizing that each is entitled

to compensation according to the value of his serv-

ices and that charges attributable to each physi-

cian’s service shall be made clear to the patient.

4. It is proper for a physician who provides per-

sonal supervision and direction for physician-in-

training to charge for the professional service ren-

dered.

5. A physician should not enter into a contract

or agreement with a hospital whereby the hospital

acts as the agent for him unless it is with the con-

sent of the physician and of the medical staff.

6. Physicians, collectively in hospitals, may prop-

erly establish special medical staff funds, wholly

under their own control, which they may support as

they see fit, disburse as they may agree.

7. Fees for professional medical services are prop-

erly paid only to the responsible physicians and
may not be appropriated by any other person or

agency.

8. The physician is the sole arbiter as to the

ways he may dispose of his professional income,

without duress, consistent with the laws of the land

and the Principles of Medical Ethics of this Asso-

ciation.

MILLIS COMMISSION AND COMMISSION ON
RESEARCH

Because the contents of the Millis Commission

report (Citizens Commission on Graduate Medical

Education) relate so specifically to the roles of the

Councils on Medical Education and Medical Serv-

ice, the two councils have assumed responsibility

for assembling critiques and information. At a later

date, they will bring to the Board, and subsequently

to the House, recommendations for implementation

of parts or the whole of the report. The House

urged all interested members of the Association or

groups to submit comments, suggestions of recom-

mendations for consideration by the two councils.

With respect to the Commission on Research, the

Board has established a Committee on Research to

review reports on the subject from the Councils on

Medical Education and Medical Service; refer por-

tions of the report to other councils and commit-

tees; and confer with those groups in addition to

receiving their reports.

Again, the House urged any interested individu-
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als and groups to forward comments and sugges-

tions to the Executive Vice President for transmit-

tal to the committee.

MEDICINE AND OSTEOPATHY

The House adopted the following recommenda-

tions of the Board regarding the medical profes-

sion’s relationships with osteopathy:

1. Authorize the Board of Trustees to begin

promptly negotiations directed toward beginning of-

ficial change of schools of osteopathy to schools of

medicine. (It is understood that from the American

Medical Association funds will be required to con-

duct these negotiations, and assistance in identify-

ing and securing additional funds from other

sources to support efforts toward changing the

schools.)

2 Authorize the Council on Medical Education

to undertake negotiations to establish means by

which selected students with proven satisfactory

scholastic ability in schools of osteopathy may be

considered by schools of medicine for transfer into

medical school classes.

The primary issue in the relationship of medicine

and osteopathy, as recognized by the Home, seems

to be not that of cultism as opposed to science.

Rather the issue appears to be one level of medical

education and practice as opposed to another and

lower level of education and practice. The extensive

and growing licensure of osteopathic physicians for

the unrestricted practice of medicine and the na-

ture of osteopathic education strongly indicate that

time alone will resolve shortly the problem of cult-

ism in relation to osteopathy.

MEDICAL MANPOWER
The House accepted for information a report

from the Board which pointed out that ‘’The pro-

duction of well qualified physicians in adequate

numbers is necessary to meet effectively both social

and economic demands for health care.” It reviewed

some of the activities of the Committee on Health

Manpower and concluded that ‘‘The AMA should

continue to study the effect of new roles for health

personnel and new interrelationships and indepen-

dencies between health professionals, as well as the

impact of innovative concepts on the organizational

structure evolving in the general system of health

care delivery. . . .

‘Tn any event, our resolve should always be as it

is now: to use the best tested and most forward

looking measures to provide excellent health care

for all of our citizens through an ample number of

able, educated and highly skilled physicians.”

The House also referred to the Board, for con-

sideration by the committee, a resolution that “de-

liberations include strong emphasis on sound ways
of accelerating medical education in all its phases,

including post-M.D. and graduate education, and of

(Continued on Page 576)
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AMA DELEGATES
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increasing the supply of physicians in all catego-

ries.”

In addition, the House adopted reports calling

for revision of the Essentials of Approved Residen-

cies in radiology, obstetrics and gynecology;

adopted a resolution calling for the promotion of

better practices in inhalation therapy; and adopted

a resolution that the AMA reaffirms its support

of all forms of nursing education; that hospitals

which conduct diploma schools of nursing be com-

mended; that such hospitals be urged to continue

their schools and increase enrollment; and that the

AMA take appropriate action in consultation with

professional nurses’ associations and the American

Hospital Association to encourage increasing en-

rollment in diploma schools and at the same time

improve educational standards.

COMMITTEE ON PLANNING AND DEVELOPMENT
At the June, 1966, convention of the House, the

Board announced the appointment of a committee

to study planning and development techniques

within the Association. The report of the commit-

tee was received and the Board submitted its final

report to the House at this convention.

The Board voted to ( 1 ) establish a permanent

Committee on Planning and Development and (2)

select seven active members of the AMA as mem-
bers. The following charges were established for

the committee:

1. Study and make recommendations concerning

the long-range objectives of the Association and

the resources, programs and organizational struc-

ture by which the Association attempts to reach

them.

2. Serve as a focal point for the planning activ-

ities of the Association and stimulate and coordi-

nate planning activities throughout the organization.

3. Study, or cause to be studied, medicine and

the environment in which the Association must

function and transmit the conclusions of these stud-

ies to the Board.

In the report adopted by the House, the Board

earnestly solicited nominations to the committee

from delegates, constituent associations, component

societies and other interested groups and individ-

uals.

Two resolutions on the subject were referred to

the Board.

It is noteworthy that in his report to the House,

President Rouse stated that “We now have an es-

tablished Committee on planning and Development

at the AMA level. I hope that every county and
state association will likewise make use of a com-

parable committee, to plan wisely and develop prop-

erly the polices and programs needed in the dec-

ades ahead — far beyond just the next year.”
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MEMBERS' DISABILITY INSURANCE PROGRAM
The House adopted the report of the Reference

Committee on this subject and referred to the

Board a number of resolutions pertaining to it.

The committee’s report, as adopted, recom-

mended that the House authorize the Board to

make every effort to continue the AMA Members
Group Disability Insurance Program with the same

premium-benefit structure. It also recommended the

following guidelines to aid the Board in negotiating

and executing the necessary contracts and in the

future operation of the program:

1. The contract should provide ample assurance

that disability claimants will be treated equitably

and justly.

2. The carrier should guarantee benefits and

premiums for a period of at least five years in or-

der to assure the stability of the program.

3. Promotional literature should be approved in

advance by the Board or its designee. All measures

within the bounds of dignity and ethics should be

utilized to promote the program.

4. A continuous ongoing review of the entire pro-

gram should be maintained. The insureds and other

members should be made aware that such a review

may reveal in the future the necessity for a revision

of the program at the end of the five-vear period.

5. Information regarding the operation of the

program, its financial aspects and the processing of

claims should be available to the Board for review

at any time.

6. An AMA Disability Insurance Review Com-
mittee should be continued and should provide a

mechanism for claims review.

POLITICAL ACTION
Several resolutions were offered to the House

questioning whether the administration of govern-

ment programs is truly carrying out the intent of

Congress in its passage of laws. They were com-

bined by the House into one resolution stating

“That if legislation is introduced to investigate the

activities of the Department of HEW and its ex-

ecutive personnel who are concerned with health

matters to determine if the intent of Congress is

being carried out, the American Medical Association

will provide to such an investigation any informa-

tion that its Board and councils may secure in these

matters.”

The resolution also pointed out that since the

most effective method to preserve the private prac-

tice of medicine is to elect proper officials at all

levels of government, “the American Medical As-

sociation urges that physicians, as individuals, re-

double their efforts in political activities.”

It was also resolved that the Association “con-

tinue and expand its efforts to inform our mem-
bership of its activities to represent them, particu-

larly before the Congress and the federal agencies.”
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The House also adopted a resolution ‘‘That med-

ical societies be urged to investigate, document and

report to the Law Division ... all violations of

Public Law 89-97 by officers or employees of the

federal government’’ and that “a status report be

provided to this House at the 1967 Clinical Con-

vention.”

The House also reaffirmed the Association’s op-

position to S. 260 (the Hart Bill) and its support

of direct billing under Part B of medicare on the

basis of a physician’s itemized statement of charges.

The House supported AMPAC and the state PAC
organizations by adopting a resolution recognizing

‘“that leadership at all levels of medicine should

make individual commitment to state PAC-AMPAC
membership and local PAC programs, wherever this

is legally possible.”

complete the

THYROID PROFILE
AT

HOPKINS MEDICAL LABORATORY
GENERIC PRESCRIBING

A resolution combining several state resolutions

was adopted by the House, asserting ‘“that AMA
reaffirm its policy that physicians should be free

to use either the generic or the brand names in pre-

scribing drugs for their patients; and encourage

physicians to supplement medical judgments with

cost considerations in making this choice.”

a proved, accurate thyroid function test'- 4

(1-triiodothyronine

test for determining

the thyrobinding index
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OTHER ACTIONS
During the convention, the House welcomed 15

physicians who have served in the Volunteer Physi-

cians for Vietnam program; conducted a memorial

service for 27 members of the House and/or offi-

cers of the Association who had died since the 1965

Annual Convention; heard a report on AMPAC
from Blair J. Henningsgaard, M.D., chairman of

the AMPAC board; heard a report on AMA-ERF
from Immediate Past President James Z. Appel,

M.D., President of AMA-ERF; permitted a repre-

sentative from the Oregon Woman’s Auxiliary to

introduce to the House the “Doctor’s Wife,” a new
developed by the Oregon auxiliary; and heard a
talk by David Kindig, president of the Student

American Medical Association.

Adopted many other resolutions, including these;

Amending the bylaws so that recipients of the

Distinguished Service Award and the Citation of a

Layman for Distinguished Service will be nomi-

nated at the Clinical Convention and the presenta-

tions will be made at the next Annual Convention.

Confirming that there is nothing in the military

officers’ oath that conflicts in any way with the

ethics of the medical profession.

Noting that a double standard of policy often

exists between so-called “hospital-based specialists”

and other types of practitioners with respect to hos-

(Continued on next page)
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pital staff appointments and endorsing ‘‘the prin-

ciple of a single standard with respect to staff ap-

pointments among all physicians having equivalent

credentials in all hospital departments and services

as a means of assuring maximum of choice of physi-

cians by patients, and of consultants by staff mem-

bers.”

Requesting the JCAH to “encourage ... the

acceptance, wherever possible, of physicians elected

or appointed by the medical staff to the Board of

Trustees with full voting rights as the most effec-

tive form of liaison between the medical staff and

hospital governing authorities.”

Opposing the establishment of a racial quota sys-

tem for hospitals.

Encouraging farm equipment manufacturers to

establish standards for basic overturn protective

frames and crush-resistant cabs.

Reaffirming the Association’s policy regarding to-

bacco and health and promising vigorous continua-

tion of its measures for corrective action.

ETging that disposable hypodermic syringes be

thrown away in such a way as to prevent their pos-

sible re-use.

Encouraging state associations to inform state

legislators of the need to re-examine exsting “bat-

tered child” laws so child abuse is to be reported by

physicians as well as medically oriented social serv-

ices.

Supporting continued research and control meas-

ures for venereal disease.

Reaffirming the Association's opposition to re-

quirements for certification and re-certification.”

Stating the Association’s continuing concern for

the prevention of death and injury from burns by

“stepping up its education campaign to make the

public more aware of the dangers inherent in flam-

mable fabrics and other related flammable materi-

als” and resolving that “the AMA cooperated with

other voluntary associations in the furtherance of

this program.”

CALIFORNIAN PRESIDENT-ELECT

Dr. Dwight L. Wilbur, of San Francisco, was

named as president-elect, thus marking the first

time that a father and son have headed the AMA,
as his father, a member of President Hoover’s cab-

inet, held the Presidency of the AMA in 1923-24.

Others elected to top offices were Dr. Malcom
E. Phelps of Oklahoma, vice president; Dr. Walter

C. Bornemeier of Chicago, Speaker of the House;

and Dr. Russell B. Roth of Erie, Pa., Vice Speaker.

The only New England physician named to an

important post was Dr. Earle M. Chapman of Bos-

ton who succeeded himself on the Council of Med-
ical Education.

TREATMENT OF ACUTE IRON
INTOXICATION WITH
DEFEROXAMINE
(Concluded from Page 553)

SUMMARY
Six cases of accidental acute iron intoxication

treated with deferoxamine are presented. All pa-

tients received deferoxamine intramuscularly or by
slow intravenous infusion. No toxic effects were

noted. One patient died in severe metabolic acidosis

despite vigorous supportive measures and adequate

chelation of excess plasma iron. The others recov-

ered uneventfully. Although deferoxamine readily

lowers the level of serum iron to normal, in most

cases the total urinary iron excretion has been sur-

prisingly low.

Since the advent of deferoxamine, the mortality

of acute iron poisoning has declined markedly to

under 2 per cent. At the present time deferoxamine

is the most effective iron chelating agent and the

most important new adjunct in the therapy of acute

iron poisoning.
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IN SITU AND INFILTRATING
LOBULAR CARCINOMA OF BREAST

(Concluded from Page 548)

pable mass can be questioned, it is recommended
that these patients be closely followed. Periodic

mammography may be useful in detecting develop-

ing infiltrating carcinomas in the remaining breast.

SUMMARY
Cases illustrating interesting aspects of in situ

and infiltrating lobular carcinoma of the female

breast are presented. In three cases (3 breasts),

the lesions were strictly non-invasive. Simple mas-

tectomy is usually curative for these cases. In a

series of 155 consecutive cases of infiltrating breast

carcinoma, 7 were found to be associated with lobu-

lar carcinoma in situ of the adjacent or surround-

ing areas. Of the 12 cases of bilateral carcinoma of

the breast in this series, 4 presented lobular car-

cinomatosis in situ in association with the infil-

trating lesions. Close follow-up study of the con-

tralateral breast is especially important whenever

lobular carcinomatosis in situ is demonstrated in

a mastectomy specimen containing carcinoma. The
related literature is reivewed.
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MEETINGS AHEAD
Fri., SEPT. 8 and

Sat., SEPT. 9 REGIONAL MEETING— AMERICAN COLLEGE OF PHYSICIANS
at Sheraton-Biltmore, Providence

REGIONAL PUBLIC RELATIONS CONFERENCE, NEW ENGLAND
BLUE SHIELD PLANS
at Bretton Woods, N. H.

Wed., SEPT. 27 MEETING OF HOUSE OF DELEGATES OF R. I. MEDICAL SOCIETY
a" the Medical Library, Providence— 8 p.m.

Wed., SEPT. 13 ANNUAL GOLF TOURNAMENT AND DINNER. PROVIDENCE MEDI-
CAL ASSOCIATION. R. I. COUNTRY CLUB, West Barrington, R. I. Golf

at 1 p.m., dinner at 7 p.m.

Mon., OCT. 2 SCIENIFIC MEETING. Providence Medical Association. Medical Library,

8:30 p.m. Speaker: H. Oliver Williamson, Assistant Professor of Obstetrics and

Gynecology, Medical College of South Carolina. Subject: “Contraception.”

Mon., OCT. 2 COLLEGE OF SURGEONS. ANNUAL MEETING. IN CHICAGO.

Wed., OCT. 18 20th ANNUAL ISAAC GERBER ORATION. Auditorium, Miriam Hospital.

8:30 p.m. Speaker: Fiorindo A. Simeone, M.D. Subject: “Surgery of the Sym-

pathetic Nervous System, Past, Present and Future.”

Wed., OCT. 25 SYMPOSIUM, R. I. Chapter Academy of General Practice.

Wed., NOV. 1 ANNUAL JOHN F. KENNEY CLINIC DAY. Pawtucket Memorial Hospital.

All Day.

Sat., NOV. 4 R. I. HOSPITAL RESEARCH DAY.

Mon., NOV. 6 SCIENTIFIC MEETING. Providence Medical Association. At the Medical

Library, 8:30 p.m.

Tues., NOV. 7 through

Thurs., NOV. 9 NEW ENGLAND POSTGRADUATE ASSEMBLY. Boston.

Sat., NOV. 18 SCIENTIFIC MEETING. New England Chapter, American College of Chest

Physicians. At R. I. Hospital, Providence.

Sun., NOV. 26 through

Thurs., NOV 30 A M A CLINICAL SESSION. At Houston, Texas.

Mon., DEC. 4 SCIENTIFIC MEETING. Providence Medical Association. Medical Library,

8:30 p.m.



who can’t sleep

rememberthe

extra tablet at bedtime

e prescribing, please consult complete product
nation, a summary of which follows:

11 aindications: Infants, patients with history of
r ilsive disorders or glaucoma,
a ing: Not of value in the treatment of psychotic
t its, and should not be employed in lieu of appro-

' treatment.
e utions: Limit dosage to smallest effective amount
lerly patients (not more than 1 mg, one or two
daily) to preclude ataxia or oversedation. Advise

tits against possibly hazardous procedures until
ret maintenance dosage is established; driving
ig therapy not recommended. In general, concur-

' use with other psychotropic agents is not recom-
piled. Warn patients of possible combined effects
t alcohol. Safe use in pregnancy not established.
- ve usual precautions in impaired renal or hepa-
linction and in patients who may be suicidal;

rplic blood counts and liver function tests advis-
jin long-term use. Cease therapy gradually.

Side Effects: Side effects (usually dose-related) are
fatigue, drowsiness and ataxia. Also reported: mild
nausea, dizziness, blurred vision, diplopia, headache,
incontinence, slurred speech, tremor and skin rash;

paradoxical reactions (excitement, depression, stimu-
lation, sleep disturbances, hallucinations); changes in

EEG patterns. Abrupt cessation after prolonged over-

dosage may produce withdrawal symptoms similar to

those seen with barbiturates, meprobamate and chlor-

diazepoxide HCI.
Dosage — Adults: Mild to moderate psychoneurotic
reactions, 2 to 5 mg b.i.d. or t.i.d.; severe psycho-
neurotic reactions, 5 to 10 mg t.i.d. or q.i.d.; alco-

holism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5
mg t.i.d. or q.i.d. as needed; muscle spasm with cere-
bral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d.

Geriatric patients: 1 or 2 mg/ day initially, increase
gradually as needed.
Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of

50 for convenience and economy in prescribing.

(diazepam)

Roche®

H«OCHEJ-|

&
Roche Laboratories
Division of Hoffmann -La Roche Inc.

Nutley, N.J. 07110



New Claims Form
This Summer

SEP "(• lJo i

OUR OBJECTIVE

fctv; • /• i- ... l

To simplify your paperwork in submitting sefofce reports.
v

YOUR NEW FORM Is a small card, measuring only 3V4" x 7V2 ". You can carry a

supply in your jacket pocket or in your car glove compartment.

No office storage problem, either.

TO FURTHER SIMPLIFY There will be five service report forms, color coded

for: surgical service, in-patient medical service, X-ray

service, obstetrical service, and for subscribers with special

benefits. Each is brief, to the point . . . much shorter, in fact,

than the one multi-service form now in use.

MORE INFORMATION Will be mailed to you well in advance explaining the new

forms, and the new procedure. You’ll receive a supply of forms

and envelopes, too. We’re confident you’ll like the new

ideas. You’ll also enjoy watching your secretary’s

efficiency go up while your postage bill goes down.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. I.
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Medical

PHYSICIANS SERVICE
LEGAL BRIEF ON PHYSICIANS J o/. L No 9
SERVICE RATE FILINGS

. . . See Page 627 Table of Contents, Page 583

Among the adjuncts to the physician’s skill

Darvon Compound-65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

Additional information available to the medical profession upon request.

ELI LILLY AND COMPANY. INDIANAPOLIS. INDIANA 46206



Dilantin
(diphenylhydantoin)
PARKE-DAVIS

In untold thousands of

epileptic patients...

Dilantin has been, and

continues to be, the

bedrock of therapy.

DILANTIN is useful in the treatment of grand mal
epilepsy and certain other convulsive states. Its

use will prevent or greatly reduce the incidence
and severity of convulsive seizures in a substan-
tial percentage of epileptic patients, without the

hypnotic and narcotizing effects of many anti-

convulsant drugs.

PRECAUTIONS: Periodic examination of the blood
is advisable. Nystagmus in combination with diplo-

pia and ataxia indicates dosage should be re-

duced. The possibility of toxic effects during

pregnancy has not been explored. ADVERSE
REACTIONS: Allergic phenomena such as poly-

arthropathy, fever, skin eruptions, and acute gen-
eralized morbilliform eruptions with or without

fever. Rarely, dermatitis goes on to exfoliation with

hepatitis, and further dosage is contraindicated.

Gingival hypertrophy, hirsutism, and excessive
motor activity are occasionally encountered. Dur-

ing initial treatment, side effects may include gas-

tric distress, nausea, weight loss, nervousness,

sleeplessness, feeling of unsteadiness. Macrocy-
tosis, megaloblastic anemia, leukopenia, granulo-

cytopenia, thrombocytopenia, pancytopenia,

agranulocytosis, and aplastic anemia have been
reported. Nystagmus, lymphadenopathy, lupus

erythematosus, erythema multiforme (Stevens-

Johnson syndrome), and a syndrome resembling

infectious mononucleosis with jaundice have occurred.

DILANTIN is supplied in several forms including

Kapseals® containing 0.1 Gm. and 0.03 Gm.
diphenylhydantoin sodium.

Parke, Davis & Company, Detroit, Michigan 48232

The color combinations of the banded capsules are
Parke-Davis trademarks. The orange-banded white capsule
identifies Parke-Davis 0.1 Gm. diphenylhydantoin sodium;
the pink-banded white capsule 0.03 Gm. diphenylhydantoin sodium.

PARKE-DAVIS
0I5R67
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to help restore and stabilize

the intestinal flora

for fever blisters and canker
sores of herpetic origin

LACTINEX contains both Lactobacillus acid-

ophilus and L. bulgaricus in a standardized viable

culture, with the naturally occurring metabolic

products produced by these organisms.

First introduced to help restore the flora of

the intestinal tract in infants and adults
,

1,2 ' 3 ’
4

«

LACTINEX has also been shown to be useful in the

treatment of fever blisters and canker sores of

i herpetic origin .

5,6, 7,8

No untoward side effects have been reported to

date.

Literature on indications and dosage available on
request.

References:

(1) Siver, R. H.:

CMD, 21 : 109,

September 1954. (2)

Frykman, H. H.: Minn.

Med., 38 : 19-27,

January 1955. (3)

McGivney, J.: Tex.

State Jour. Med.,

51:16-18, January

1955. (4) Quehl,

T. M.: Jour, of Florida

Acad. Gen. Prac.,

15:15-16, October

1965. (5) Weekes,

D. J.: N.Y. State Jour.

Med., 58:2672-2673,

August 1958. (6)

Weekes, D. J.: EENT
Digest, 25:47-59,

December 1963- (7)

Abbott, P. L.: Jour.

Oral Surg., Anes., &
Hosp. Dental Serv.,

310-312, July 1961.

(8) Rapoport, L. and

Levine, W. I.: Oral

Surg., Oral Med. &
Oral Path., 20:591-593,

November 1965.

HYNSON, WESTCOTT
& DUNNING, INC.

BALTIMORE, MARYLAND 21201
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Trusts for living
Through living trust services, Hospital Trust

is working hard to make life more pleasant for

more and more Rhode Islanders.

Should we be working for you, too? Here are

a few key considerations:

Your securities are no longer a problem. You
unburden yourself of detailed paperwork
when you place securities in trust. You never

miss a deadline or lack a comprehensive re-

cord of income and investment transactions.

Informed, impartial guidance. We maintain

a continuing watch over the securities in our

care, consult you whenever our skilled staff

determines that changes would be to your

benefit.

We’ll assume full investment responsibility if

you wish. Whether you’re traveling, or taken

ill, or simply taking it easy, you can be sure

your securities won’t fall by the wayside for

lack of attention.

You control your trust. You can alter the terms

of your trust — or revoke the trust entirely

should it ever cease to be advantageous. When
the time comes that you are unable or unwil-

ling to handle personal affairs such as paying

bills, income tax, or managing real estate,

Hospital Trust can also do these things for you.

In addition to the living benefits, your trust can

continue for your heirs to provide an uninter-

rupted income and reduce probate expenses.

These are matters you’ll want to discuss with

your attorney.

Talk over your objectives with him . . . and

the knowledgeable trust officers

at Hospital Trust.
'

Rhode Island Hospital Trust Company
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Tissue's healing nicely.

Yet anxiety slows

his steps toward recovery.

By helping overcome anxiety and tension which can

thwart the convalescent’s progress, Equanil (me-

probamate) often may play an important role in

medical and surgical aftercare.

autions: Carefully supervise dose and amounts prescribed, especially for patients prone to overdose
hemselves. Excessive prolonged use may result in dependence or habituation in susceptible persons—
is ex-addicts, alcoholics, severe psychoneurotics. After prolonged high dosage, drug should be withdrawn
gradually to avoid possibly severe withdrawal reactions including epileptiform seizures. Side effects

include drowsiness and, rarely, allergic or idiosyncratic reactions. These reactions, sometimes severe,

can develop in patients receiving only 1 to 4 doses who have had no previous contact with meprobamate.
Mild reactions are characterized by urticarial or erythematous maculopapular rash. Acute nonthrombo-
cytopenic purpura with petechiae, ecchymoses, peripheral edema and fever have been reported.

If an allergic reaction occurs, meprobamate should be stopped and not reinstituted. Severe reactions,

observed very rarely, include angioneurotic edema, bronchial spasms, fever, fainting spells, hypo-

tensive crises (1 fatal case), anaphylaxis, stomatitis and proctitis (1 case) and hyperthermia. Warn
patients of possible reduced alcohol tolerance. Should drowsiness, ataxia, or visual disturbances
occur, dose should be reduced. If symptoms persist, patients should not operate vehicles or

dangerous machinery. A few cases of leucopenia, usually transient, have been reported follow-

ing prolonged dosage. Other blood dyscrasias—aplastic anemia (1 fatal case), thrombocyto-
penic purpura, agranulocytosis and hemolytic anemia— have occurred rarely, almost always
in the presence of known toxic agents. One fatal case of bullous dermatitis following inter-

mittent use of meprobamate with prednisolone has been reported. Prescribe very cautiously

for patients with suicidal tendencies. Suicidal attempts should be treated with immediate
gastric lavage and appropriate supportive therapy.

Contraindications: History of sensitivity to meprobamate.
Composition: Tablets, 200 mg. and 400 mg. meprobamate. Coated
Tablets, Wyseals® Equanil (meprobamate) 400 mg. Continuous-

Release Capsules, Equanil L-A (meprobamate) 400 mg.

Wyeth Laboratories

Philadelphia, Pa.

1
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RHODE ISLAND

PHYSICIANS CAN

NOW ENJOY A 100%

TAX-DEDUCTIBLE

RETIREMENT PLAN

Ask the Man from

Starkweather & Shepley

He can tell you about a new retire-

ment income plan that allows you to

save hundreds of dollars which
would otherwise disappear in taxes.

Mail the coupon below to Stark-

weather & Shepley manWin Adams.
He’ll send you further information

which can help you substantially

increase your retirement income.

STARKWEATHER & SHEPLEY, INC.

INSURANCE
Established 1879 • 155 South Main Street

Providence, R. I. 02903 • Tel. 421-6900

Starkweather & Shepley, Inc.

155 South Main St., Providence, R. I. 02903

Attention: Mr. Win Adams

Please send additional information on your

tax-sheltered retirement plan to:

Name:

Address:

I

jjU9-7

NEW . . .

!

LONG-TERM DISABILITY INSURANCE

Guaranteed Renewable To Age 70 For
Those Who Need Amounts In Addition
To the Rhode Island Medical Society’s
Underlying Group Plan.

Physicians in good health under age 65, now may
apply for amounts up to $225.00 weekly, in addition

to benefits now provided. Benefits payable at option

of the insured for 1 year, 2 years, 5 years, 10 years,

to age 70, OR FOR LIFE ! ! !

Rhode Island Physicians need not go out of Rhode

Island nor purchase mail-order insurance to have the

BEST in Disability Insurance! We have yet to see a

mail-order or individual policy with benefits and

value superior to this one.

For further information, send us your name, address,

and date of birth.

R. A. DEROSIER AGENCY
54 Custom House Street

Providence, R. I. TEmple 1-4833

HEALTH HAVENS
NURSING HOME

A Participating Extended Care Facility

In Federal Medicare

Registered Professional Nurses On All Shifts

Dietician Physiotherapist

Organized But Open Medical Staff

Ethically Managed

TOO Wampanoag Trail East Providence

Tel. 438-4275

JCAH Accredited
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In peptic ulcer...

antacid
therapy

with a
new
benefit

CONTAINS A BALANCED
COMBINATION
OF THE MOST WIDELY
USED ANTACIDS—
FOR RAPID
NEUTRALIZATION.

PLUS SIMETHICONE—
TO CONTROL
THE FACTOR WHICH
ANTACIDS ALONE
CANNOT INFLUENCE.

In Mylanta, aluminum and magnesium hydroxides are

balanced to minimize the chance of constipation or laxation

and still achieve rapid acid neutralization and pain relief.

The positive action of simethicone helps relieve the pain-

ful gas symptoms which often accompany the peptic ulcer

syndrome.

The nonfatiguing flavor and smooth, nongritty consistency

of tablets and liquid encourage continued patient coopera-

tion during long-term therapy.

Composition: Each Mylanta chewable tablet or teaspoonful (5 ml.)

of liquid contains: magnesium hydroxide, 200 mg.; aluminum hydrox-

ide, dried gel, 200 mg.; simethicone, 20 mg. Dosage: one or two tab-

lets, well chewed or allowed to dissolve in the mouth, or one or two

teaspoonfuls of liquid to be taken between meals and at bedtime.

The Stuart Company, Pasadena, California

Division of Atlas Chemical Industries, Inc.
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complete the

THYROID PROFILE
AT

HOPKINS MEDICAL LABORATORY

I

a proved, accurate thyroid function test’- 4

(1-triiodothyronine

test for determining

the thyrobinding index

of serum or plasma)

Unaffected by high iodine diets

or any iodine the patient may be

taking therapeutically or diagnostically

(opaque dyes).

Only 2 ml of patient’s serum or

plasma is required. The patient

does not have to take or use anything.

The I'
3 ' is used in vitro.

Stat orders impeccably executed.

Economical because of time-and-

labor-saving equipment used.

1. Scholer, J. F.: J. Nuclear Med. 3:41, 1962. 2 .

Foeckler, F., et al., Paper, Meet. Soc. Nuclear Med.,

June 1962. 3 . Sodee, B.: Paper, Meet. Soc. Nuclear
Med., June 1962. 4 . Nordyke, A. M., et al.: Paper,

Meet. Soc. Nuclear Med., June 1962.

HOPKINS

MEDICAL LABORATORY
322 BROADWAY

PROVIDENCE, RHODE ISLAND

Telephone—GAspee 1'7244

RHODE ISLAND MEDICAL JOURNAL

THE
PITCHER

MUNROE MILK
As in most things, there is a

"perfectionist" ... and with

milk and dairy products, we at

Munroe are just that.

Latest scientific equipment and

techniques of the most modern

dairy, as well as constant care

that our name goes on only the

very best, is your assurance of

uniform quality, consistently.

It’s been that way with us

since 1881 .



HI

digestive

disorders:
B and C vitamins aid therapy. Nausea, vomiting, and severe diarrhea may
seriously interfere with the digestion and absorption of nutrients. STRESSCAPS
capsules, containing therapeutic quantities of vitamins B and C, may help meet

the needs of these patients. In digestive disorders, as in many stress conditions,

STRESSCAPS vitamins aid therapy.

Each capsule contains:
Vitamin B| (as Thiamine Mononitrate) 10 mg
Vitamin Bj (Riboflavin) 10 mg
Vitamin B» (Pyridoxine HCI) 2 mg
Vitamin B,j Crystalline 4 mcgm
Vitamin C (Ascorbic Acid) 300 mg
Niacinamide 100 mg
Calcium Pantothenate 20 mg
Recommended intake: Adults, 1 capsule
daily, for the treatment of vitamin deficien-

cies. Supplied in decorative “reminder"
jars of 30 and 100; bottles of 500.

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York
692—6—394.1



l/i/mf/trop

announces

a breakthrough in the
control of pain

Tnhvill
brand of J 0

pentazocine
(as lactate)

a potent, injectable non-narcotic
I

I

For every physician
who has ever prescribed morphine

Talwin is the new potent non-narcotic injectable

analgesic which is indicated for relief of all types

and degrees of pain in acute and chronic dis-

orders. Talwin 30 mg. is usually as effective an

analgesic as morphine 10 mg. or meperidine 75 to

100 mg., but needs no narcotics controls. The
duration of action of Talwin may sometimes be

less than that of morphine.

1
Talwin is relatively free from adverse effect, ol

morphine, such as constipation, urinary retentU

or severe respiratory depression.

It has been used, in varying dosages, in qei

12,000 patients for relief of pain of medical tt'

orders, of active labor and postoperative p:n

also for preoperative or preanesthetic medicat
gj

and as an adjunct to anesthesia.

A brochure incorporating analyzed information on
Talwin is available. The completeness of the informa-

tion will permit you to evaluate the role Talwin can play

in your practice.

You can depend on Talwin to relieve pain:

WHATEVER the intensity of the pain

the cause of the pain

the site* of the pain

the duration of the pain

the chronicity of the pain

the aget of the patient

Talwin does not require a narcotics prescriptioi

The World Health Organization Expert Committed^
Dependence-Producing Drugs concluded that “. ..ta(

was no need at this time for narcotics control of peta

zocine [Talwin] internationally or nationally.” (\MC

Tech. Rep. Ser., No. 343, 1966, p. 6.)

It is our sincere belief that the discovery of TalwiiM

Winthrop Laboratories will be of great value to youi

your patients for whom you may have to prescrih
j

potent analgesic.

*Talwin should not be used for patients with increased intracranial pr«1

head injury or pathologic brain conditions.

jUntil sufficient experience is gained, it should not be administered to cl|

under 12 years of age.



avin—brand of pentazocine (as lactate)

(indications: Increased Intracranial Pressure, Head Injury,

hologic Brain Conditions in which clouding of sensorium is

rable. Talwin (brand of pentazocine) should not be adminis-

jJn these cases, since drug-induced sedation, dizziness, nausea,

< >iratory depression could be misleading.

» itions: Pregnancy. No teratogenic or embryotoxic effects

i! (table to the use of Talwin have been seen in extensive repro-

s|e studies in animals; however, like all new drugs, Talwin

i ! be given with caution to pregnant women. A large number
jl ients in labor have received the drug with no adverse reac-

( other than those that occur with commonly used strong

1 sics. However, as with other strong analgesics, Talwin should

I :d with caution in women delivering premature infants.

Uatory Patients. Since sedation, dizziness, and occasional

! ria have been noted, ambulatory patients should be warned

operate machinery, drive cars, or unnecessarily expose them-

ij to hazards.

|in Respiratory Conditions. The possibility that Talwin (brand

ntazocine) may cause respiratory depression should be con-

1

d in treatment of patients with bronchial asthma. Talwin

l of pentazocine) should be administered only with caution

1 low dosage to patients with respiratory depression (e.g.,

i ither medication, uremia, or severe infection), obstructive

itory conditions, or cyanosis.

ts Dependent on Narcotics. Because Talwin is a narcotic-

mist, patients dependent on narcotics and receiving Talwin

ccasionally experience certain withdrawal symptoms. Talwin

1 be given with special caution to such patients. It has been

ed that some patients previously given narcotic-analgesics

3 month or longer had mild withdrawal symptoms when the

vas replaced with the analgesic, Talwin. After a short period

ustment the subjects were usually able and willing to con-

baking Talwin, and relief of pain was satisfactory.

'dieted Patients Receiving Narcotics. Symptoms believed to

icative of antagonism to the opiate may be observed rarely

dministration of Talwin to patients receiving opiates for a

I ime. Intolerance or untoward reactions are seldom observed

c dministration of Talwin to patients who have received single

i or who have had limited exposure to narcotics.

i;ed Renal or Hepatic Function. Although laboratory tests

( lot indicated that Talwin (brand of pentazocine) causes or

1 ;es renal or hepatic impairment, the drug should be adminis-

i with caution to patients with such impairment. Extensive

i lisease appears to predispose to greater side effects (e.g.,

Id apprehension, anxiety, dizziness, sleepiness) from the usual

i 1 dose, and may be the result of decreased metabolism of the

iy the liver.

rdial Infarction. As with all drugs, Talwin (brand of penta-

) should be used with caution in patients with myocardial
ion who have nausea or vomiting.

Surgery. Until further experience is gained with the effects

vin on the sphincter of Oddi, the drug should be used with
l in patients about to undergo surgery of the biliary tract.

W;e Effects: Talwin is relatively free from the undesirable side

fc associated with morphine, such as constipation, urinary re-

ft, or severe respiratory depression. Furthermore, Talwin
I es less nausea, vomiting, and diaphoresis than meperidine.

r 12,000 patients who received Talwin intramuscularly, sub-

(liously, or intravenously, nausea, the most frequent adverse

P occurred in approximately 5.0 per cent. In decreasing order

if'irrence were vertigo, dizziness or lightheadedness; vomiting;

liphoria. Respiratory depression was reported as an adverse
i n in 1.0 per cent.

cidence of each of the other adverse effects was well below
' cent: constipation, circulatory depression, diaphoresis, uri-

etention, alteration in mood (nervousness, apprehension,
sion, floating feeling), hypertension, sting on injection, head-

ache, dry mouth, flushed skin including plethora, altered uterine

contractions during labor, dermatitis including pruritus, dreams,

paresthesia, and dyspnea occurred rarely after administration of

Talwin (brand of pentazocine). Furthermore, each of the following

adverse reactions occurred in less than 0.1 per cent: tachycardia,

visual disturbance (blurred vision, diplopia and nystagmus), hallu-

cinations, disorientation, weakness or faintness, muscle tremor,

chills, allergic reactions including edema of the face, taste altera-

tion, insomnia, diarrhea, cramps, and miosis; laryngospasm in one

patient.

Talwin has not produced severe respiratory embarrassment in

adults (never apnea), even with large amounts. A small number of

newborn infants whose mothers received Talwin during labor had
transient apnea. The incidence of temporary diminution in the rate

or strength of uterine contractions is low after administration of

Talwin, similar to that following meperidine hydrochloride. (In

reporting no interference with normal labor in patients receiving

Talwin, one investigator further stated that the drug may increase

uterine activity.) Generally, no significant fetal heart rate change

occurs.

Laboratory tests of blood and of liver and kidney functions have
revealed no significant abnormalities. A minimum and probably

insignificant increase in the per cent of eosinophils in peripheral

blood counts and bone marrow occurred occasionally.

Talwin is well tolerated by patients with diabetes mellitus, and no
changes in insulin requirements have been observed.

Dosage and Administration: Adults, Excluding Patients in Labor.

Average recommended single parenteral dose is 30 mg., by intra-

muscular, subcutaneous, or intravenous route; may be repeated

every three to four hours. Pain has been relieved in most patients

with not more than three doses daily. Infrequently, selected pa-

tients have received single doses as high as 60 mg. Patients in

Labor. A single, intramuscular 30 mg. dose has been most com-
monly administered. An intravenous 20 mg. dose has given ade-

quate pain relief to some patients in labor when contractions

become regular, and this dose may be given two or three times at

two- to three-hour intervals, as needed.

Children Under 12 Years of Age. Since clinical experience in chil-

dren under twelve years of age is limited, the use of Talwin (brand

of pentazocine) in this age group is not recommended.

Duration of Therapy. Patients with chronic pain who received

Talwin for prolonged periods (e.g., over 300 days) experienced

no withdrawal symptoms even when administration was stopped

abruptly; furthermore, there was no tolerance to the analgesic

effect.

CAUTION

.

Talwin should not be mixed in the same syringe with

soluble barbiturates because precipitation will occur.

Treatment of Overdosage or Respiratory Depression. Talwin has

not produced apnea or severe respiratory embarrassment in adults,

even in large doses. Occasionally, however, moderate respiratory

depression may occur. Means of maintaining proper oxygenation

should be available in case of overdosage or respiratory depres-

sion, and methylphenidate (Ritalin®) should be administered paren-

terally. The usual narcotic-antagonists, such as nalorphine, are not

effective respiratory stimulants for depression due to Talwin.

How Supplied: Ampuls of 1 ml., containing Talwin® (pentazo-

cine) as lactate equivalent to 30 mg. base and 2.8 mg. sodium
chloride, in Water for Injection. Boxes of 10, 25, and 100.

Multiple dose vials of 10 ml., each 1 ml. containing Talwin (pen-

tazocine ) as lactate equivalent to 30 mg. base, 2 mg. acetone so-

dium bisulfite, 1.5 mg. sodium chloride, and 1 mg. methylparaben

as preservative, in Water for Injection. Boxes of 1.

The pH of Talwin solutions is adjusted between 4 and 5 with lactic

acid and sodium hydroxide.

MZ/nf/rrop

Winthrop Laboratories, New York, N.Y. 10016 muomi
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When moderate
to severe anxiety g
strikes home... f

( the agitated geriatric
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His teen-age
granddaughter
won’t invite

friends

home
because
of his

outbursts

for moderate to severe anxiety

MeUariT
(thioridazine)

25 mg. t.i.d. ^

I



His slovenly room
and habits create
/ more tension.

meal a nightmare

^ His daughter
can’t please him.

There is "just no
living with him.”

See following page for prescribing information

His disturbances at

the table make every



When moderate to severe

anxiety strikes home . .

.

Anxiety that seriously interferes with the

individual’s performance at work, at

home, or in the community may be re-

garded as moderate to severe in degree.

Mellaril often recommends itself to the

treatment of moderate to severe anxiety

because it

• helps control the most frequent symp-

toms: marked tension, agitation, appre-

hension, restlessness, hypermotility

• often alleviates anxiety-induced so-

matic complaints

• frequently helps strengthen emotional

resources

• helps the patient maintain realistic

contact with environment, closer har-

mony with family

Thus, when you consider the anxiety

moderate to severe . . . consider Mellaril.

Contraindications: Severely depressed or

comatose states from any cause, and in

association with or following MAO inhibi-

tors; severe hypertensive or hypotensive
heart disease.

Precautions: Hypersensitivity reactions

(e.g., leukopenia, agranulocytosis) and
convulsive seizures are infrequent. Pig-

mentary retinopathy has been observed
where doses in excess of those recom-
mended were used for long periods of

time. May potentiate central nervous
system depressants, atropine, and phos-

phorus insecticides. Where complete men-
tal alertness is required, administer the

drug cautiously and increase dosage grad-

ually. In addition, orthostatic hypotension
(especially in female patients) has been
observed. Epinephrine should be avoided

in treatment of drug-induced hypotension.

Side Effects: Pseudoparkinsonism and
other extrapyramidal disorders are infre-

quent; drowsiness, especially in high

doses early in treatment, may occur; noc-

turnal confusion, dryness of the mouth,
nasal stuffiness, headache, peripheral
edema, lactation, galactorrhea, and inhibi-

tion of ejaculation are noted on occasion;

photosensitivity and other allergic skin re-

actions may occur but are extremely rare.

Before prescribing, see package insert for

full product information.

for moderate to severe anxiety

Mellaril
(thioridazine) a

25 mg. t.i.d.
SANDOZ

TTuidnam
/or
/

• EMPHYSEMA
• ASTHMA
• CHRONIC BRONCHITIS
• BRONCHIECTASIS

Each tablet contains:

Potassium Iodide 195 ie

Aminophylline 1 30 lg

Phenobarbital, Caution: May be habit forming.. . 21 lg|

Ephedrine HC1 16ifl

FEDERAL LAW PROHIBITS
DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephednd

phenobarbital. Iodides may cause nausea, loniusl

may cause goiter. Discontinue if symptom
iodism develop.

Iodide contraindications: tuberculosis, pregnant

DOSAGE
One tablet, with full glass of

water, 3 or 4 times daily.

Dispensed, in bottles of 100 and 1000 tablets.

MUDRANE GG— Formula, dosage and package inti

cal to Mudrane

—

except— 100 mg. glyceryl guaiat all

replaces the potassium iodide. The value of Mu'aw

cannot be enjoyed by a small group in which F . i

contraindicated. Mudrane GG is prepared for this g up

MUDRANE GG ELIXIR— Four 5 cc teaspoonlsi

equivalent to one Mudrane GG tablet. Dosage ad to

to age and weight of child. Mudrane GG Elixir fij

pediatric patients and those who think they cannot /ai

low tablets. Dispensed in pint and half gallon b> ltj

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers ofethical pharmaceuticals since 1856
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DERMAQUIZ
Conducted, by Francesco Ronchese, m.d.

589

The skin of the nape of the neck with rhomboidal

creases in a woman about 70 (left), in a man about

80 (right).

Answer on Page 626

?0th ANNUAL GERBER ORATION
WEDNESDAY . . . OCTOBER 18, 1967 . . . 8:30 P.M.

IN THE AUDITORIUM, MIRIAM HOSPITAL, PROVIDENCE

FIORINDO A. SIMEONE, M.D.
CHIEF OF SURGERY, MIRIAM HOSPITAL

PROFESSOR OF MEDICAL SCIENCE, BROWN UNIVERSITY

Will Speak On

“ SURGEHY OF THE SYMPATHETIC NERVOUS
SYSTEM, PAST, PRESENT ANR FUTURE

”

Sponsored by

THE MIRIAM HOSPITAL STAFF ASSOCIATION
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BOOK REVIEWS

VOSPEDALE DI SANTA MARIA E SAN GAL-
LICANO by Pietro De Angelis. Rome, 1966.

Lire 2.000.

The author, librarian of the Lancisian library of

Rome, has produced 29 similar monographs on the

history of various Roman hospitals. The ospedale of

San Gallicone, built in 1743, was nicknamed “l’os-

pedalone” (the big hospital) because of its size

(Fig. 1). A community of friars, described in a

document as lazy and useless to mankind, were put

in charge of the “rognosi,” the patients suffering

from scabies. The patients may have had syphilis,

leprosy, psoriasis, or atopic eczema. All received

antiscabies treatment.

The surgeons delivered anatomical lectures in an

amphitheater similar to that in Padua (see editorial

in the Rhode Island Medical Journal, Novem-
ber 1961, p.650) The amphitheater with its wooden
flight of steps is no longer in existence. It survives

as a jewel of a room (Fig. 2), used by the hospital

director, Professor Nazzaro, as his office and for

ceremonies. No longer in existence also is a famous

anatomical museum.

The room, appearing quite the same as when it

was built, is Greco-Roman. The stucco decorations

depict the legendary landing of the Aesculapian

snake in the Tiber Island. All around are the me-

dallions of illustrious physicians from Celsus to

Lancisi. Of special great artistic value is a bronze

bust of Pope Clement XIII.

A body of nuns was attached to the hospital.

Every year they repeated the vows of poverty, chas-

tity, and obedience, plus hospitality. On reaching

the age of 40 they had the choice of pronouncing

the perpetual vows or of returning to secular life.

In 1926 the title of the hospital was changed to

the Royal Physiotherapic Institute of Santa Maria

e San Gallicano. It was particularly equipped for

the study and treatment of cancer. The present

name is Istituto Ospitaliero Dermosifilopatico di

S. Maria e S. Gallicano.

Another mission of the hospital was the care and

rehabilitation of prostitutes. Between 1937 and 1944

it cared for an average of 650 venereally diseased

prositutes per year. With the arrival of the armies

of liberation, between June 1944 and June 1945, the

number of hospitalized venereally diseased prosti-

tutes reached 3,000.

F. Ronchese, m.d.

Z-RAY AND RADIUM IN THE TREATMENT
OF DISEASES OF THE SKIN, by Anthony C.

Cipollaro and Paul M. Crossland. Fifth Edition.

Lea & Febiger, Philadelphia, 1967. $28.50.

MacKee of 1921, 1927 and 1938, and MacKee
and Cipollaro of 1946 has been a classic, an indis-

pensable office guide for a generation of derma-

tologists and radiologists here and abroad on the

theory and practice of radiation therapy in diseases

of the skin. Crossland, also a radiation expert,

joined Cipollaro in this new 5th edition.

With such well known and skilled authors it is

bound to receive wide acceptance despite the fact

that dermatologists trained in this generation re-

(Continued on Page 597)



New
view of an
oral
contraceptive
at work
Although suppression of ovulation remains

the primary mode of action of oral contra-

ceptives, newer knowledge indicates that

products like Norinyl-1— a combination of

both low-dosage progestogen and estrogen

for the full treatment cycle—may provide

multiple action that helps explain their un-

excelled record of contraceptive effective-

ness. This report explores the possible

secondary protective mechanisms offered by
combined hormonal administration.

Accumulating evidence has indicated that

sparse, highly viscous cervical mucus has a
possible adverse effect on the motility and
survival of spermatozoa.

The estrogen-opposing progestational ingre-

dient of Norinyl-1 (norethindrone 1 mg. with

mestranol 0.05 mg.) changes the usual mid-

cycle picture of a thin, watery cervical mucus.
The result— a built-in barrier that appears to

inhibit sperm from reaching the ovum should

one be released. The inset in the adjoining

photograph shows immobile spermatozoa as

they appear in cervical mucus taken from a
patient treated with Norinyl-1.

See last page for contraindications, precautions,
side effects and dosage.



How the estrogen-opposing
action of Norinvi-l creates

cervical mucus that maY be hostile

to sperm penetration
Normally, estrogen activity during the fertile midcycle stimulates the production of a
profuse and watery cervical mucus that permits maximum sperm motility and
promotes penetration.

But what happens when Norinyl-1 is administered? Its potent progestogen, norethindrone,

opposes estrogen stimulation of cervical mucus. Consequently, the amount of mucus
decreases and its viscosity increases. This results in a sparse but thick mucus barrier

that appears to diminish the vitality of the sperm and to impair its powers of penetration.

The role of viscous cervical mucus as a secondary action of Norinyl-1

In a report on 89 patients taking this medication,* cervical mucus obtained from cycle day 5

to cycle day 29 appeared scant and thick and exhibited little or no Spinnbarkeit.

In the opinion of this investigator, the effect on cervical mucus may be sufficient to

prevent conception.

*Cohen, M. R.: Symposium: Mechanisms of Action of Low Dosage Oral Contraceptive, Yale University Medical Center, New Haven, Conn., April 6, IS'.

Normal cervical mucus at midcycle
in untreated patient
is known to permit sperm motility...

promote sperm penetration.

Cervical mucus is thin and watery with a stretchability

(Spinnbarkeit) of 15 to 20 cm.

Thin, watery mucus crystallizes into this well-defined,

fernlike pattern within a minute.

Spermatozoa appear healthy, are active

and freemoving.

Viscous cervical mucus at midcycle
produced by Norinyl-1

appears to impair sperm vitality...

inhibit penetration.

Spinnbarkeit is 1 cm. or less.

In thick, viscous cervical mucus the fern pattern

Immobile spermatozoa as they appear in cervical mucus
taken from a patient treated with Norinyl-1.



Now Norinyl-l

ilters normal
mdometrial responses-
nother possible

irotective mechanism
i us suppose that an ovum is released— as occurs in an
:asional, rare case — and somehow a sperm succeeds in

metrating the cervical mucus barrier. Should this come about,

i additional action of Norinyl-l may protect the patient

n unwanted pregnancy. The theory is that progestogen intake

;kes endometrial tissue unreceptive to implantation.

!

idometrium of

i treated patient

imally, the endometrium progresses through
. .oliferative phase stimulated by estrogen and a
Eretory phase stimulated by progesterone,

ijing the secretory phase the endometrium is

Hptive to the fertilized ovum.

Endometrium produced
li

by Norinyl-l U ^ U l)

When Norinyl-l is administered its progestogen

component — norethindrone — accelerates the

secretory phase and suppresses glandular and
vascular development.

® ast page for contraindications, precautions, side effects and dosage.



effective fertility control
on half the previous dosage

maintains ratio

of the established
norethindrone/mestranol
combination

lower cost

(norethindrone lmg. c mestranol 0.05mg.) tablets

Reduction of oral contraceptive dosage to lowest effective levels

become a well-accepted principle of conservative medical pra|

In keeping with this view, Norinyl is now available in a new str«

in which both norethindrone and mestranol are reduced 50 peil

Studies show that Norinyl- 1 achieves fertility control with only]

mg. of combined progestogen and estrogen per tablet.

Norethindrone was first reported for use as a progestational agep®
human beings in 1955. Norethindrone 2 mg. with mestranol 0.1 m<

an oral contraceptive, is currently in use by over 2,000,000 w
Clinical experience now establishes that Norinyl- 1 also amply
the criteria of reliability and safety.*

•Symposium on Low-Dosage Oral Contraception, Palo Alto, Calif., July 15, 1965.

PRESCRIBING INFORMATION

Contraindications: 1. Patients with thrombo-

phlebitis or with a history of thrombophlebitis

or pulmonary embolism. 2. Liver dysfunction or

disease. 3. Patients with known or suspected

carcinoma of the breast or genital organs. 4. Un-

diagnosed vaginal bleeding.

Warnings: 1. Discontinue medication pending

examination if there is sudden partial or com-

plete loss of vision or if there is a sudden onset

of proptosis, diplopia, or migraine. If examina-

tion reveals papilledema or retinal vascular

lesions, medication should be withdrawn. 2.

Since the safety of Norinyl-1 in pregnancy has

not been demonstrated, it Is recommended that

lor any patient who has missed two consecutive

periods, pregnancy should be ruled out before

continuing the contraceptive regimen. If the pa-

tient has not adhered to the prescribed schedule,

the possibility of pregnancy should be consid-

ered at the time of the first missed period. 3.

Detectable amounts of the active ingredients in

oral contraceptives have been identified in the

milk of mothers receiving these drugs. The
significance of this dose to the infant has not

been determined.

Precautions: 1. The pretreatment physical exam-
ination should include special reference to

breast and pelvic organs, as well as a Papani-

colaou smear. 2. Endocrine and possibly liver

function tests may be affected by treatment

with Norinyl-1. Therefore, if such tests are ab-

normal in a patient taking Norinyl-1, it is recom-

mended that they be repeated after the drug

has been withdrawn for 2 months. 3. Under the

influence of estrogen-progestogen preparations,

preexisting uterine fibroids may increase in

site. 4. Because these agents may cause some
degree of fluid retention, conditions that may
be influenced by this factor, such as epilepsy,

migraine, asthma, cardiac, or renal dysfunc-

tion, require careful observation. 5. Although a
cause and effect relationship has not been
established. Norinyl-1 should be used with cau-

tion in patients with a history of cerebrovascu-

lar accident. 6. In relation to breakthrough
bleeding, as in all cases of irregular bleeding
per vaginam, nonfunctional causes should be
borne in mind. In cases of undiagnosed vaginal

bleeding, adequate diagnostic measures are

indicated. 7. Patients with a history of psychic

depression should be carefully observed and
the drug discontinued if the depression recurs

to a serious degree. 8. Any possible influence

of prolonged Norinyl-1 therapy on pituitary,

ovarian, adrenal, hepatic or uterine function

awaits further study. 9. A decrease in glucose

tolerance has been observed in a small percent-

age of patients on oral contraceptives. The
mechanism of this decrease is obscure. For this

reason, diabetic patients should be carefully

observed while receiving Norinyl-1 therapy. 10.

Because of the occasional occurrence of throm-

bophlebitis and pulmonary embolism in pa-

tients taking oral contraceptives, the physician

should be alert to the earliest manifestations of

the disease. A cause and effect relationship has
not been demonstrated. 11. Because of the ef-

fects of estrogens on epiphyseal closure,

Norinyl-1 should be used judiciously in young
patients in whom bone growth is not complete.

12. The age of the patient constitutes no abso-

lute limiting factor, although treatment with
Norinyl-1 may mask the onset of the climacteric.

13. The pathologist should be advised of

Norinyl-1 therapy when relevant specimens are

submitted.

Side Effects: The following adverse reactions

have been observed with varying incidence in

patients receiving oral contraceptives: nausea,

vomiting, gastrointestinal symptoms, break-

through bleeding, spotting, change in men-
strual flow, amenorrhea, edema, chloasma,

breast changes (tenderness, enlargement and
secretion), loss of scalp hair, change in weight

(increase or decrease), changes in cervical ero-

sion and cervical secretions, suppression of lac-

tation when given immediately postpartum,

cholestatic jaundice, erythema multiforme, ery-

thema nodosum, hemorrhagic eruption, mi-

graine, rash (allergic), itching, rise in blood

pressure in susceptible individuals, mental

depression.

The following occurrences have been ob-

served in users of oral contraceptives. A cause

and effect relationship has not been estab-

lished: thrombophlebitis, pulmonary embolism,

neuroocular lesions.

The following laboratory results may be

altered by the use of oral contraceptivehJ
creased bromsulphalein retention and then
hepatic function tests, coagulation tes itJ|

crease in prothrombin, factors VII, VIII, I
\

X), thyroid function (increase in PBI ancl

nol extractable protein-bound iodine a: I

crease in T 3 values), metapyrone test, pre

diol determination.

Other side effects reported to have oc<

in association with use of this drug are

ness, hirsutism, pains in legs, back, chea

abdomen, dysuria, drowsiness, vagina

charge, libido increased and decreased!

tions, hypermenorrhea, hypomenoj
increased appetite, G. U. infections,

veins, abdominal fullness, acne, heal
nervousness, allergies, blurred vision, p<

eyes, and itching in eyes. For complete ci

data, see package insert.

Dosage and Administration: 1. One tabB
Norinyl-1 is administered orally for 20

beginning on day 5 of the menstrual

(Count day 1 of the cycle as the first d|ll

menstrual bleeding.) Repeat this dosage Ub
ule for each cycle. 2. If no menstrual liod

occurs after a cycle of treatment (20 table) in

which patient adhered to the schedule, tl pa

tient must be instructed to resume takin the

Norinyl-1 tablets 7 days after the previo 20

day course was completed. For example, the

last pill of a previous cycle had been tak on

a Sunday, then a new cycle of treatment s uld

begin on the following Sunday. 3. In theiosl

partum woman, it is recommended the the

first cycle of treatment should begin on cy 5

of the first menstrual cycle. However, Noryl I

should not be administered during lactatio

Availability: Norinyl-I (norethindrone 1 mg

with mestranol 0.05 mg.) — Dispensers of 21 md

60 and bottles of 250 tablets.

norethindrone — en original steroid from

SYNTEXE3
LABORATORIES INC. PALO ALTO. CALIF.



IN EMPHYSEMA

THE
EASY-TO-TAKE ’

AMINOPHYLLINE

Aminophylline dura-tabs
J prolonged -medication tablets 4V2 gr. (0.3 Gm.)

Precautions: Use with caution

in patients with poor renal function

as a decreased rate of excretion

may lead to accumulation and

untoward reactions. Gastric

irritation may occasionally be

observed in certain patients

sensitive to oral aminophylline.

Dosage: Adults, 1 to 2

Aminophylline Dura-Tabs

each 8 or 12 hours, with food.

RARELY UPSET THE STOMACH
Oral aminophylline needn't disturb the stomach-nor a

good night’s sleep. Patients breathe easier all day, sleep

better all night, as each Aminophylline Dura-Tab dose

provides effective therapeutic activity for up to 12 hours.

And unlike conventional tablets, AMINOPHYLLINE
DURA-TABS seldom cause gastric distress. The special

Dura-Tab process allows the gradual absorption of the

medication from the intestinal tract with only a small frac-

tion of the dose released in the stomach.

WYNN Pharmaceuticals, Inc. Phila., Pa. 19132 • Manufacturers of QUINAGLUTE ® DURA-TABS®
(QUINIDINE GLUCONATE 5 gr.)



Picture of

painful myositis

Parafon Forte helps to relieve pain,

restore mobility . . . stop pain-spasm feedback

Here is why. Parafon Forte provides

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain, 1 - 2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy3

and a skeletal muscle relaxant shown to have up to a

6-hour span of action, 4 "6 and to retain effectiveness

even on continued administration, 5 - 7 but which does not

have the central effects of tranquilizing compounds.

Prescribe Parafon Forte for lasting spasmolysis

and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and lasting freedom of movement it usually provides.

treated with
Parafon Fortew

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Cautions and side effects: Use with caution in patient:!

known drug sensitivity. If a hypersensitivity reaction or 1

toms suggestive of liver dysfunction are observed, thdl

should be stopped. Occasionally, drowsiness, dizziness,
|

headedness, malaise, overstimulation or gastrointestin;

turbances may be noted; rarely gastrointestinal ble i

allergic skin rashes, petechiae, ecchymoses, angione i

edema or anaphylactic reactions may have been drug
;|

ated. While Paraflex (chlorzoxazone) has been suspecl

being the cause of hepatic toxicity in approximately ei;l

patients, it was not possible to state that the dysfunctic i

or was not drug induced. Dosage: Two tablets q.i.d. Su I

Scored, light green tablets, imprinted “McNE I L”—bottles I

References

:
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Two ways to give your patients a
months therapeutic supply of vitamin ('

118 grapefruit or SO Allbee with C

Your patient would have to eat 118 medium-sized grapefruit

(almost 4 a day!) to get as much vitamin C as is provided

in just one bottle of 30 Allbee with C capsules (taken one cap-

sule daily). In addition, each capsule supplies full therapeutic

amounts of the B-complex vitamins.

Your patients can purchase Allbee with C capsules in the

convenient bottle of thirty—-a month’s supply at a very reason-

able price. Also the economy size of 100. Available at phar-

macies everywhere on your prescription or recommendation.

AH^OBINS
A. H. Robins Company, Richmond, Virginia

Each capsule contains

Thiamine Mononitrate

(Vitamin B.) (15 M DR) 15 mg
Riboflavin (Vitamin Bi) (8 M D R ) 10 mg

Pyridoxine HCI (Vitamin Bk) 5 mg

Nicotinamide (Niacinamide)(5 M D R ) 50 mg

Calcium Pantothenate 10 mg

Ascorbic Acid (Vitamin C) (10 M 0 R ) 300 mg



m ;
r

is

each tablet, capsule or 5 cc.of each
elixir (23% alcohol) Extentab®

hyoscyamine sulfate 0.1037 mg.
atropine sulfate 0.0194 mg.
hysocine hydrobromide 0.0065 mg.
phenobarbital ( 14 gr.) 16.2 mg.
(Warning: may be habit forming)

anna
0.3111 mg.
0.0582 mg.
0.0195 mg.

(% gr.) 48.6 mg.

Brief summary. Blurring of vision, dry mouth, diffici

urination, and flushing or dryness of the skin m:

occur on higher dosage levels, rarely on usual dosag

Administer with caution to patients with incipie

glaucoma or urinary bladder neck obstruction. Conti

indicated in acute glaucoma, advanced renal or hepal

disease or a hypersensitivity to any of the ingredien'

AH'ROBINS

the spasm

reactors

in your practice

deserve

A. H. ROBINS COMPANY, RICHMOND, VIRGINIA 23220
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BOOK REVIEWS
(Continued from Page 590)

ceive more instruction in the dangers of x-ray and

radium therapy than in their benefits.

The dermatologist should be acquainted with and

have at his disposal all the most important tools of

his trade. One of them is radiation. He should be

thoroughly acquainted with the indications and

containdications of radiation therapy. The present

edition does this admirably.

Approximately one third of the book is devoted

to physics and biology. This is important and

should interest also the radiologist who is sometimes

confronted with a difficult dermatologic diagnosis.

In this edition the high standards of the preced-

ing editions are maintained, while obsolete materials

have been omitted. Additions are: discussions on

Grenz rays, radiobiology, radiation protection,

medico-legal problems, histopathology of radiation

damage, idiosyncrasy, and the importance of the

cooperation between radiologists and dermatologists.

There is a profusion of excellent illustrations in

black and white and in color.

The authors and the publishers are to be con-

gratulated for their accomplishment.

F. Ronchese, m.d.

THE HUMAN HEART. The Layman’s Guide to

Heart Disease by Brendan Phibbs, et al. The C.

V. Mosby Company, Saint Louis, 1967. $4.95

The author has literally “drawn a picture” of

heart disease for the layman. With great skill he

explains the basic anatomy, function, and diseases

of the heart. He then outlines the treatment of the

various forms of heart disease by diet, way of life,

medication and surgery. The explanations, which

should be crystal clear to anyone with a high school

education, are illustrated with 72 clever drawings,

diagrams, and photographs. Nobody can follow the

heart patient around all day with instructions.

Careful reading of this book will help to make this

unavoidable fact less of a problem.

Roger J. Fontaine, m.d.

TWO SENTENCE ESSAY
The cultists preach the false doctrine that nature

is benign and, if God had intended pesticides or

commercial fertilizers. He would not have left these

to man’s invention. Carried to its logical conclusion,

the argument is that if God had intended man to

have a house, He would have given him the turtle’s

shell; or if He had intended man to wear clothes,

He would have provided him with the fur of the

mink, or least have provided mink for the feminine

gender.

. . . Extracted from Pesticides and Public

Relations, addess by Louis A. McLean
at Colorado State University on July

11, 1967

MEDICAL

Wherever you go,

forget your telephone

calls. We ll take them

for you, day or night.

BUREAU

of the

Providence Medical Association
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Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treat-

ment of nervous and emotional disorders as well as

long term geriatric problems.

Physical, neurological psychiatric and psychological

examinations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and
conveniently located institution.

L. A. Senseman M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis. M.A.
Oliver S. Lindberg M.D. William H. Dunn, M.S.W.
P. Wendel Johnson, Ph.D. Therba Johnston, Ph.D.

Referred patients are seen daily (except Saturdays!

9-12 A.M., and by appointment.

R. I. Blue Cross Benefits Tel Southgate I 8B0C

Special Rates for Lono-Term Care

PERSONALIZED

BILLING SERVICE

FOR DOCTORS
No Ledger Cards-No File Cabinets

No Equipment For You To Buy

Absolutely No Change In Your Present

Ledger Card System

Our Efficient Low-cost Service Guarantees

Prompt Mailing Of Your Bills

Statements, Envelopes and Postage Included

May We Serve You?

PROFESSIONAL BILLING

SERVICES

231-3482

VALIUM
(diazepam)Roche
Before prescribing, please consult complete product

information, a summary of which follows:

Contraindications: Infants, patients with history

of convulsive disorders, glaucoma or known hyper

sensitivity to drug.

Warning: Not of value in the treatment of psychotic

patients, and should not be employed in lieu of appro-

priate treatment.

Precautions: Limit dosage to smallest effective

amount in elderly or debilitated patients (not more

than 1 mg, one or two times daily initially) to pre-

clude ataxia or oversedation, increasing gradually as

needed or tolerated. As is true of all CNS-acting

drugs, until correct maintenance dosage is estab-

lished, advise patients against possibly hazardou

procedures requiring complete mental alertness oi

physical coordination. Driving during therapy nol

recommended. In general, concurrent use with othei

psychotropic agents is not recommended. If sucl

combination therapy is used, carefully consider indi

vidual pharmacologic effects— particularly wit!

known compounds which may potentiate action oi
1

Valium (diazepam), such as phenothiazines, bar

biturates, MAO inhibitors and other antidepressants

Advise patients against simultaneous ingestion of

alcohol or other CNS depressants. Safe use in preg

nancy not established. Employ usual precautions ii

treatment of anxiety states with evidence of impend

ing depression; suicidal tendencies may be presen

and protective measures necessary. Observe usua

precautions in impaired renal or hepatic function

Periodic blood counts and liver function tests ad

visable in long-term use. Cease therapy gradually.

Side Effects: Side effects (usually dose-related) ar

fatigue, drowsiness and ataxia. Also reported: mil

nausea, dizziness, blurred vision, diplopia, headache

incontinence, slurred speech, tremor and skin rash

paradoxical reactions (excitement, depression, stiiX|

ulation, sleep disturbances, acute hyperexcited state;

hallucinations) ; changes in EEG patterns during an

after drug treatment. Abrupt cessation after prc

longed overdosage may produce withdrawal symj

toms (convulsions, tremor, abdominal and muscl

cramps, vomiting, sweating) similar to those se<

with barbiturates, meprobamate and chlordiazepo

ide HC1

Dosage— Adults: Mild to moderate psychoneuro

reactions, 2 to 5 mg b.i.d. or t.i.d.; severe psych<|

neurotic reactions, 5 to 10 mg t.i.d. or q.i.d.; alcoho

ism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5

t.i.d. or q.i.d. as needed; muscle spasm with cerebri

palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriatr

patients: 1 or 2 mg/day initially, increase gradual

as needed and tolerated. (See Precautions)

Supplied: Valium® (diazepam) Tablets, 2 mg, 5

and 10 mg; bottles of 50 and 500.

H ROCHE H

3$

Roche Laboratories

Division of

Hoffmann -La Roche Inc.

Nutley, N.J. 07110



[PORTANT NEW INSIGHTS INTO HUMAN
iSPONSE TO EMOTIONAL STRESS:

w confirmation of the effectiveness of

ium® (diazepam

)

l^our Roche representative to arrange a

ntation of this important and fascinating

rch into certain somatic responses to

ional stress . . .
quantitative, objective

urement with double-blind controls.

e see opposite page for important

ribing information.
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A method so rapid and
simple that you just swab...

t
uncap... press ... and discard.

Results, read at 48 to 72 hours, are comparable
in accuracy to those of older standard intradermal tests. The %v
self-contained, disposable unit requires no refrigeration and is ^

stable for two years. Side effects are possible but rare: vesiculation,*

ulceration, or necrosis at test site. Contraindications: none, but use with
caution in active tuberculosis. Available in boxes of 5 and cartons of 25,

LEDERLE LABORATORIES, A Division of

American Cvanamid Company, Pearl River, N.Y.
448 - 7 —4965

rouTINE TB screening with
TUBERCULIN, TINE TEST
(Rosenthal) Lederle

use ‘polysporin:
POLYMYXIN B-BACITRACIN

OINTMENT
for topical antibiotic therapy with minimum
risk of sensitization

Caution: As with other antibiotic products, prolonged use may
result in overgrowth of nonsusceptible organisms, including
fungi. Appropriate measures should be taken if this occurs.

Supplied in 'h oz. and 1 oz. tubes.

Complete literature available on request from Professional
Services Dept. PML.

BURROUGHS WELLCOME & CO. (U.S.A.) INC.

Tuckahoe, N.Y,

brand

TOLYSPORT*
POLYMYXIN B BACITRACI

OINTMENT

revent infection hi

^ms, and abrasion?!

aid in healing.

Np p

ft ton





Smog.smaze or smust... effects of air

pollution on upper respiratory tract

Nathan Flaxman, M.D., Diplomate, American Board of Internal Medicine, Chicago, Illinois

In Los Angeles it is smog (smoke and fog). In New
York City smaze (smoke and haze). In El Paso smust

(smoke and dust). The original factor was smoke

plus such natural phenomena as fog, haze and dust,

but air pollution has mushroomed from a smoke

problem in our industrial cities into a major econom-

ic, esthetic and public health problem that affects

practically every American locality and citizen. 1,2

Respiratory disease, of course, is by far the most

costly effect of air pollution, for contaminated air

can aggravate our illnesses, deplete our strength

and shorten our life span. 1

The greatest problem in dealing with solid wastes

is that they are not quickly returned to dust. To aid

the decomposing process, the great bulk of such

waste is burned, polluting our air in the process. 3

Dr. Jack McKee of the California Institute of Tech-

nology 4 has calculated that in Los Angeles County,

which has more than six million people, about three

pounds of gaseous wastes per person per day (on a

dry-weight basis) enter the atmosphere. This is twice

as much as solid refuse disposal and six times as much

as the contaminants in waste water. It is estimated

that in New York City, 730 pounds of pollutants, a

little over half the size of a compact two-door sedan

of foreign make, is annually thrown into the air for

each man, woman and child in the city.
5

Air pollution is an evident factor, not only in the

common cold and upper respiratory disease, but also

in chronic bronchitis, 2 pulmonary emphysema, 6

bronchial asthma, 7 pneumonitis and lung cancer. 8

Its effect on the incidence of pulmonary tuberculosis

is unproved,9 although it is conceivable that the

presence of various materials polluting the air m: iti

do this. A siege of smog in Denver, the "mile Lh,

city,” in December 1965 was accompanied by re>i-

ratory infection that doubled normal absentee r es

in schools, factories and city government. 10

WhUe air pollution is only one factor, it has becue

important in the causes of most of the affliction

the respiratory tract. This has been shown not t H

by the Denver occurrence, but also by detailed stt

of respiratory illness in a small group of 313 i?r.



fun October 1962 to May 1963 when there were

2 2 episodes involving the upper respiratory tract.

I e attack rate of illness was related in time to in-

c ased concentration of both smoke and sulphur

c >xide in the atmosphere of the district in which

I

I

men lived.

(her factors often mentioned, include exposure to

t >se who have colds, exposure to extreme changes

c temperature, allergy and bacterial infection.

£
t

)wever, when low individual resistance due to

l„k of rest, overwork, fatigue, improper or unbal-

a:ed diet, previous illness and emotional stress are

ii luded as causes, we enter the realm of somewhat

cpcure relationships. Much more emphasis can be

piced on the role of polluted air.

Ii symptoms, signs and complications of involve-

n nt of the upper respiratory tract, especially the

cnmon cold, are the same regardless of the causa-

te factor. Swelling of the lining of the nose, the

s atchy dry throat, the discharge from the nose at

JG
t watery then thicker, discolored and more tena-

cus, the eyes tearing, and frequent sneezing are

a part of the Number 1 human ailment. Concur-

r it or residual sinusitis when mucus is trapped

t re, middle ear involvement due to interference

v h drainage, laryngitis and bronchitis are compli-

llions of the common cold. The primary interfer-

es is with a most important function of the nose—
tl- cleansing of foreign matter in the first line of
"

r defense” to prevent it from entering the breath-

ii
;
tract.

hwever, the diagnosis and subsequent decision on

h.v to treat the patient so affected rests basically on

tl relief of symptoms that cause him the misery,

le stuffed, runny nose, the clogged ears, and the

h sh dry cough— all the symptoms that make com-

n n cold sufferers feel miserable and interfere with

tl ir sleep— can be alleviated with medications of

tl oral nasal decongestant/antihistamine combina-

ti i type. The burning sensation in the throat, sore-

For nature’s hazards:

nasal congestion

due to seasonal

allergies and

summer cold

Triaminic*syrup
Each teaspoonful (5 ml.) contains:

Phenylpropanolamine hydrochloride 12.5 mg.
Pheniramine maleate 6.25 mg.
Pyrilamine maleate 6.25 mg.

For nasal congestion regardless of cause, you can bring

quick, lasting comfort to your little patients with Triaminic

Syrup. You may occasionally encounter these side effects :

drowsiness, blurred vision, cardiac palpitations, flushing,

dizziness, nervousness or gastrointestinal upsets. Pre -

cautions : the possibility of drowsiness should be con-

sidered by patients engaged in mechanical operations
requiring alertness. Use with caution in patients with

hypertension, heart disease, diabetes, or thyrotoxicosis.

(Advertisement)

ness of the chest and even chest pain can also be

relieved by such medication. Rest in bed if there is

fever (but confined to home at least), liberal fluids,

uniformly warm surroundings and adequate humid-

ity in the room, are all helpful adjuncts to the med-

ication. Most common cold sufferers recover rapidly

and are symptom-free in four to ten days.

Further treatment, altered by the fact that the afflic-

tion hangs on for more than the usual duration of

the common cold, requires consideration of allergy,

which is most frequently the prolonging factor. But

air pollution itself may often be the culprit.

(Concluded on following page

)



lit the Third National Conference on Air Pollution

held recently, it was emphasized that this subject

had received more attention in the past four years

than in all previous history. Spicer
,

11 an active par-

ticipant at this conference, reiterated that it behooves

the practicing physician to be aware of trends in

respiratory disease and to accept a major role in

community action relating to air pollution and res-

piratory health. By taking a positive stand physicians

have been instrumental in the development of anti-

pollution legislation. An outstanding example is

Los Angeles where major steps have been taken by

abolishing coal burning, and even banishing oil

burning, seven months a year. Natural gas must be

used instead and it must be used by industry when

available. Backyard incinerators have been abolished

in favor of landfill disposal, and building incinera-

tion ended except for a few expensive smokeless

furnaces .

10 Concerted action can be taken against

particular industrial nuisances. One company that

disregarded complaints discovered its error when

thousands of its credit cards were returned by irate

customers who decided to patronize competing

companies .

12

Summary. Respiratory disease is the most important

and most costly effect of air pollution, whether

termed smog, smaze, or smust. Air pollution is an

economic, esthetic and public health problem that

affects practically every American locality and citi-

zen. New sources of air pollution are invisible and

odorless, but the harmful gases and liquid droplets

are there. Triggered by sunlight, some of these un-

dergo mid-air chemical changes and the results are

even more irritating to the upper respiratory tract.

The symptoms, signs and complications, especially

of the upper respiratory tract, can be readily aborted

by modern medication but may be unduly prolonged

by polluted air. In steps taken to prevent this, the

practicing physician can take a major role.

Teferences 1. Anderson, R. J. Air Pollution, Respiratory Disease

and the NTA, W. Virg. M. J., 60:332, 1964. 2. Angel, J. H„ Fletcher, C. M„
Hill, I. D., and Tinker, C. M. Respiratory Illness in Factory and Office

Workers, Brit. J. Dis. Chest, 59:66, 1965. 3. Waste Disposal Problems

Grow, Current Municipal Problems, 8:218, 1966. 4. McKee, J. quoted by

Hills, G. U.S. War at Home-Fight Against Smog, Chicago Tribune, Sept.

26, 1966. 5. NYC Task Force Revives Concern on Air Pollution, Med. Trib.

7:23 (Sept. 17-18) 1966. 6. Flaxman, N. Pulmonary Emphysema, Med. Trial

Tech. Quart. 1960 Annual, p. 221. 7. Heimann, H. Air Pollution and Respi-

ratory Disease, Ann. Allergy 21:396, 1963. 8. Flaxman, N. Pneumonitis

and Lung Cancer, Med. Trial Tech. Quart. 1965 Annual, p. 185. 9. Flax-

man, N. Pulmonary Tuberculosis, Occupation and Trauma, Med. Trial Tech.

Quart. 1959 Annual, p. 237. 10. Hill, G. U.S. War at Home-Fight Against

Smog, Chicago Tribune, Sept. 26, 1966. 11. Spicer, W. S., Jr. Relation of

Air Pollution to Disease, Arch. Environ. Health, 9:600, 1964. 12. Henderson,

C. F. What You Can Do To Combat Air Pollution, Parents’ Mag. 41:76, 1966.

&

How can he
be a sport

with a
runny
nose?

For summer allergies, summ<
colds, ornasal congestiondue
almost any cause, you prescril

quick r-e-l-i-e-f with Triamin*

It’s ideal for summer allergii

1. Acts in 15-30 minutes di

to decongestant.

2. Follows up with balance
dual antihistamines.

3. Up to 24-hour 'round tt

clock relief when dosed or

tablet at morning, midaft<->

noon and evening.

Summer time is sport time ar

who can be a sport with a runr

nose?

provide patient comfort

Triaminic relieves
summer allergiesEach timed-release

tablet contains:

Phenylpropanolamine hydrochloride

Pheniramine maleate

Pyrilamine maleate

50 mf

25 mi

25 mj

Sid e effects: Occasional drowsiness, blurred visior

cardiac palpitation, flushing, dizziness, nervousnes:

or gastrointestinal upsets.

Precautions: The patient should be advised not tc

drive a car or operate dangerous machinery if draws

ness occurs. Use with caution in patients with hype

tension, heart disease, diabetes or thyrotoxicosis.

(Advertisemen
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HE AMERICAN ASSOCIATION

MEDICAL MILK COMMISSIONS

PERVISES THE PRODUCTION

PHENIX AVE CRANSTON, R. I. 02910

1. CLEANER. Lowest bacteria-count. Milk

checked before each milking. All utensils,

bottles, and equipment sterilized before use.

2. BETTER-PROTECTED. Strictest medical

supervision of herds and employees. Frequent

examinations and laboratory-control AT THE
FARM are required.

3. AUTOMATIC MILKING. Cows are milked

automatically by electric machine. Milk is bot-

tled without exposure to air or human touch.

4. BOTTLE CLOSURES. Must be of the high-

est quality to provide complete protection for

the milk and bear approval of The American

Association of Medical Milk Commissions.

5. MORE NUTRITIOUS. Cows scientifically fed

balanced ration. Nutrition control from soil to

delivery of milk. Same diet all year.

6. LONGER-LASTING, BETTER-TASTING. Diet

control, special handling, and shortest time of

delivery from cow to consumer assure fine

fresh flavor that lasts for weeks.

7. THE DOCTOR’S MILK. Produced, processed, bottled on farms super-

vised by Medical Milk Commissions. Each bottle bears the seal of the

A.A.M.M.C. and names of the supervising Commission and producing farm.

MILK COMMISSION OF PROVIDENCE MEDICAL ASSOCIATION

HILLSIDE FARMS, INC., 1308 Phenix Ave., Cranston, Wl 2-3400

Produced at Hillside Farm, Cranston, R. I.

Rhode Island's only Producer of Certified Milk



when bursitis hits a
280-lb. tackle,

hit back with
Butazolidin alka

Indications: Osteoarthritis, rheumatoid arthritis, rheumatoid spon-
dylitis, psoriatic arthritis, acute gout, painful shoulder (peritendinitis,

capsulitis, bursitis and acute arthritis of that joint), acute superficial

thrombophlebitis.

Contraindications: Edema; danger of cardiac decompensation; history

or symptoms of peptic ulcer; renal, hepatic or cardiac damage; history

of drug allergy; history of blood dyscrasia. The drug should not be
given when the patient is senile or when other potent drugs are given
concurrently. Large doses of Butazolidin alka are contraindicated in

glaucoma.

Warning: If coumarin-type anticoagulants are given simultaneously,
watch for excessive increase in prothrombin time. Instances of severe
bleeding have occurred. Pyrazole compounds may potentiate the
pharmacologic action of sulfonylurea, sulfonamide-type agents and
insulin. Carefully observe patients receiving such therapy. Use with
great caution in the first trimester of pregnancy.

Precautions: Before prescribing, carefully select patients, avoidii

those responsive to routine measures as well as contraindicated p
tients. Obtain a detailed history and a complete physical and laborato
examination, including a blood count. The patient should not exce
recommended dosage, should be closely supervised and should
warned to discontinue the drug and report immediately if fever,

throat, or mouth lesions (symptoms of blood dyscrasia); sudden weigi

gain (water retention); skin reactions; black or tarry stools or oth

evidence of intestinal hemorrhage occur. Make regular blood couni
Discontinue the drug immediately and institute countermeasures if tl

white count changes significantly, granulocytes decrease, or immatu
forms appear. Use greater care in the elderly and in hypertensive

Adverse Reactions: The most common are nausea, edema and dri

rash. Swelling of the ankles or face may be minimized by withholdir

dietary salt, reduction in dosage or use of diuretics. In elderly patien

and in those with hypertension the drug should be discontinued wi

the appearance of edema. The drug has been associated with peptic i



or 280-lb. tackles— or 108-lb. housewives— Butazolidin alka can hasten recovery from the

igonizing pain of shoulder bursitis.

t’s not for every patient. Check carefully the Contraindications, Warning and
'recautions shown below.

md adverse reactions may occur. The most common are nausea, edema and rash,

tarely, agranulocytosis has been reported. All adverse reactions are listed below, too.

'lay-for-pay or workaday patients— when they come up with shoulder bursitis and your

clinical judgment indicates Butazolidin alka— go with it.

tnd watch the comeback.

\ir and may reactivate a latent peptic ulcer. The patient should be in-

ducted to take doses immediately before or after meals or with
! ilk to minimize gastric upset. Mild drug rashes frequently subside
ith reduction of dosage. However, rash accompanied by fever or
her systemic reactions usually requires withholding medication,

purpuric rash has also been reported. Agranulocytosis, exfoliative
prmatitis, Stevens-Johnson syndrome, or a generalized allergic re-
gion similar to serum sickness may occur and require permanent
Jithdrawal of medication. Stomatitis, salivary gland enlargement,
pmiting, vertigo and languor may occur. Leukemia and leukemoid
factions have been reported. While not definitely attributable to the
!'ug, a causal relationship cannot be excluded. Thrombocytopenic
,-irpura and aplastic anemia may occur. Confusional states, agitation,
padache, blurred vision, optic neuritis and transient hearing loss have
pen. reported, as have hyperglycemia, hepatitis, jaundice, and several
ases of anuria and hematuria. With long-term use, reversible thyroid
yperplasia may occur infrequently. Moderate lowering of the red cell
aunt due to hemodilution may occur. 6509-V(B)R2

Butazolidin alka
Capsules

100 mg. phenylbutazone
100 mg. dried aluminum hydroxide gel
150 mg. magnesium trisilicate

1.25 mg. homatropine methylbromide

Dosage in painful shoulder: Initial: 3 to 6 capsules daily in 3 or 4 equal
doses. Trial period: 1 week. Maintenance dosage should not exceed
4 capsules daily; response is often achieved with 1 or 2 capsules daily.

For complete details, please see full prescribing information.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation. Ardsley, New York
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removes the mental blur

that clouds vision

S0LF0T0N
©

Each tablet or capsule contains

PHENOBARBITAL 16 mg.

(Warning: may be habit forming)

BENSULFOID® (See P D R) .65 mg.

Precaution: same as 16 mg. of phenobarbital

Constructive Therapy
A Solfoton tablet or capsule at 6 hour intervals

maintains sedation at the threshold of calmness,

sustaining a mental climate for purposeful living.

Literature and clinical samples sent upon request.

FEDERAL LAW PROHIBITS DISPENSING
WITHOUT PRESCRIPTION

AVAILABLE

Solfoton (
yellow

,
uncoated tablets “P”)

'100s, 500s, 5000s

Solfoton Capsules (yellow and brown)
100s, 500s, 1000s

Solfoton S/C (sugar-coated beige tablets

)

100s, 500s, 4000s

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers of ethicalpharmaceuticals since 1856

A HUSH...
fell over the saloon as all

eyes turned toward to tall

man in the white hat,

“Bully” Jones, range boss of

the Bar - X, rose from his

seat, gun in hand. “And who
might you be, stranger?” he

snarled. “Smith,” came the

calm reply, “H. O. Smith,”

“Not — not the Smith
who tamed Dodge City?”
quavered Jones, suddenly

death - white. “The same,”

answered the tall man, “and
I’ve come for a sparkling

glass of Warwick Club Pale

Dry Ginger Ale, available

in the full 32-ounce quart

bottle. It sings in the

glass . .
.”

Attractive & Functional Offices

Designers & Suppliers of Offices

ISO Dorrance Street • Providence 3, R. I. • GAepee 1 S22S



Who
3£0 POUNDS
AND 15-T0-20

¥

>DCCCl

UilXJJXJ!
FACT £L LEGEND

Z057" THE BATTLE
OF WATERLOO BECAUSE
HE WAS TOO FAT!

iCCORDING TO THE NEW YORK TIMES OF APRIL 13, 1890,

HE DEFEAT OCCURRED BECAUSE HE FAILED TO CHECK HIS

NTELLIGENCE INFORMATION. “ IT WAS A MATTER OF MERE
4D0LENCE AND THIS INDOLENCE WAS CAUSED BY FAT."

OURCE: JAMA IQ6:65 (OCT.S) 1963.

PrOP°^ACCORDING TO DRS. SHIPMAN AND PLESSET
"APPARENTLY NO DIETER SUCCEEDS WHO IS

VERY ANXIOUS OR DEPRESSED."* THE AMBAR FORMULA
E BOOK PRAY YOUR WEIGHT AWAY URGES READERS TO PROVIDES METHAMPHETAMINE TO HELP ELEVATE THE
K GOD TO HELP YOU LIKE EXERCISE" FOR 15 MINUTES A DAY. MOOD AND PHENOBARBITAL TO HELP REDUCE ANXIETY.
irce: rev. cm shedd: new York, lippincott, me. *SOURCE: ARCHIVES OF GENERAL PSYCHIATRY 6 26 (JURE 1963).

NTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

AMBAR '2Ambar Extentab before breakfast can

)' control most patients’ appetite for up EXTENTAB S1 hours. Methamphetamine, the appe-

• uppressant, gently elevates mood and

! overcome dieting frustrations. Pheno-

ital, the sedative in Ambar, controls irritability and

ky... helps maintain a state of mental calm and equa-

y. Both work together to ease the tensions that erode

yillpower during periods of dieting.

^ available: Ambar #1 Extentabs®— methamphetamine

nchloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

imay be habit forming).

methamphetamine HC1 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications: Ambar
" suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company, yl.U-nnRI
RICHMOND. VA. 23220 /I M /UDIIHJ
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V- Cillin K® provides dependable oral antibacterial activity

because it combines a high degree of in-vitro activity...

Staph.Aureus(Penicillin-Sensitive) Streptococcus, Group A Diplococcus Pneumoniae
MIC (meg. /ml.) MIC (meg. /ml.) MIC meg. /ml.)

Antibiotic Median Range Median Range Median Range

Penicillin V 0.02 0.02-0.04 0.02 0.003-0.4 0.01 0.005-0.2

Penicillin G 0.02 0.005-1.6 0.005 0.002-0.2 0.02 0.01-0.1

Methicillin 1.6 0.4-6.

3

0.2 0.1 -0.4 0.2 0. 1-1.6

Oxacillin 0.4 0.1-3.1 0.04 0.02-0.4 0.1 0.04-0.8

Cloxacillin 0.2 0.2-0.

8

0.1 0.1 -0.8 - -

Nafcillin 0.4 0.2-0.8 0.04 0.02-0.1 0.02 0.02-0.2

Ampicillin 0.2 0.1-0.

8

0.02 0.01-0.04 0.02 0.01-0.04

Adopted from Klein, J. O., ond Finland, M. : New Englond J. Med. ,269: 1019, 1963.

with high blood levels, even in the presence of food

Adapted from Griffith, R. S., and Black, H. R.: Current Ther. Res., 6 253, 1964.

V-Cillin K
Potassium Phenoxymethyl Penicillin

(See next page for prescribing information.)



New 500 mg. tablets... a more convenient way to give high dose;

© V-CILLIN K*
POTASSIUM <",«NOXYMfTHYl
PtNICHtl* TABUtTS, U.S.P.

Description: V-Cillin K is the potassium salt of V-Cillin® (phenoxy-

methyl penicillin, Lilly). This chemically improved form combines acid

stability with immediate solubility and rapid absorption. Higher serum

levels are obtained more rapidly with this penicillin than with equal

oral doses of penicillin G. The higher serum levels and acid stability of

V-Cillin K make it a more dependable penicillin for oral use.

V-Cillin K, Pediatric, is an oral solution of clinically proved V-Cillin K

in teaspoon dosage form. When mixed as directed, each 5 cc. (ap-

proximately one teaspoonful) will contain 125 mg. (200,000 units)

phenoxymethyl penicillin as the potassium salt.

Indications: V-Cillin K has been shown to be effective in the treatment

of streptococcus, pneumococcus, and gonococcus infections as well as

infections caused by sensitive strains of staphylococci. It may be used

for the prophylaxis of streptococcus infections in patients with a history

of rheumatic fever and for the prevention of bacterial endocarditis

after tonsillectomy and tooth extraction in those patients with a history

of rheumatic fever or congenital heart disease.

Contraindication: V-Cillin K should not be administered to a patient

with a history of penicillin hypersensitivity.

Warnings: In rare instances, the use of penicillin may cause acute

anaphylaxis which may prove fatal unless promptly controlled. This

type of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin and in those with bronchial asthma or

other allergies. Resuscitative drugs should be readily available for

emergency administration. These include epinephrine and pressor

drugs (as well as oxygen for inhalation) for relief of immediate allergic

manifestations and antihistamines and corticosteroids for delayed

effects.

Precautions: V-Cillin K should be used cautiously, if at all, in a patient

with a strongly positive history of allergy.

In prolonged therapy with penicillin, and particularly wit

parenteral dosage schedules, frequent evaluation of the ren

hematopoietic systems is recommended.

In suspected staphylococcus infections, proper laboratory

(including sensitivity tests) should be performed.

The use of penicillin may be associated with the overgrc

pencillin-insensitive organisms. In such cases, its administration

be discontinued, and appropriate measures should be taken.

Adverse Reactions: Although serious allergic reactions are mi

common with administration of oral penicillin than with intram

forms, manifestations of penicillin allergy may occur.

Penicillin is a substance of low toxicity, but it does possess a

cant index of sensitization. The following hypersensitivity re

associated with the use of penicillin have been reported: skin

ranging from maculopapular eruptions to exfoliative dermatit

caria; and reactions resembling serum sickness, including chills

edema, arthralgia, and prostration. Severe and often fatal anap

has occurred (see Warnings). Hemolytic anemia, leukopenia,

bocytopenia, and nephropathy are rarely observed side-effe:

are usually associated with high parenteral dosage.

Administration and Dosage: For Tablets V-Cillin K and for V-(

Pediatric, the usual dosage ranges from 125 mg. (200,000 units'

times a day to 500 mg. (800,000 units) every four hours. For

the daily dosage may be 50 mg. per Kg. of body weight divid

three doses.

Beta-hemolytic streptococcus infections without associate

teremia may be treated with 200,000 to 400,0000 units three i

day. Therapy should be continued for a minimum of ten days to

development of rheumatic fever and/or other serious complii

Dosage for routine streptococcus prophylaxis in patients with a

of rheumatic fever or congenital heart disease may be 200,0C

once or twice daily. When such patients undergo tonsillectomy

extraction, or other minor surgery/the prophylactic dose she

500,000 units every six hours given two days prior to surgery i

two days postoperatively. If oral medication is not feasible on •

of surgery, parenteral therapy should be considered. Mild to <

ately severe pneumococcus pneumonia has been treated effi

with 250 mg. every six hours.

In staphylococcus infections, 400,000 units or more should bj

every six to eight hours in conjunction with indicated surgical >1

dures.

For gonorrhea in males, 500 mg. (800,000 units) every four hufl

three doses may be employed; in females, 500 mg. every fouffl

for six doses are recommended. Refractory infections generally r pi

to a second treatment three to four days following completion^

first. Treatment of gonorrhea with severe complications she®
individualized, with prolonged and intensive treatment. Patient:|B

suspected lesion of syphilis should have a dark-field examinatn

fore receiving penicillin and monthly serologic tests for a mini jm

three months.

How Supplied: Tablets V-Cillin K, U.S.P., 125 mg. (200,000 urs).

bottles of 50 and 100; and 250 mg. (400,0000 units) and 5Hi!

[800,000 units), in bottles of 24 and 100.

V-Cillin K, Pediatric, for Oral Solution, 125 mg. (200,000 unijl

5 cc. of solution, in 40, 80, and 1 50-cc.-size packages. |

Additional information available to physicians upon

request. Eli Lilly and Company, Indianapolis, Indiana

46206.
70j
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PERIPATETICS

MELVIN D. HOFFMAN is the new Chairman

of the Governor’s Advisory Committee on Heart,

Cancer, and Stroke. The Advisory Committee will

approve or disapprove programs suggested by the

Tri-State Foundation, the Trustees of the Med-

ical Education Foundation, Inc., which is headed

by Professor MAC EDDS of Brown University.

* * *

JOHN M. VESEY heads the Rhode Island Ra-

diology Society for the forthcoming year. FRAN-
CES r. CONKLIN has been elected Vice Presi-

dent; CHARLES E. BROCHU of Woonsocket is

the Secretary-Treasurer; and DAVID R. HALL-
MAN has been elected Councilor to the American

College of Radiology.
* * *

CHARLES J. ASHWORTH was named Presi-

dent of the Conference of Presidents and Other

Officers of State Medical Associations at the or-

ganization’s meeting in Atlantic City in June.

CAROLL SILVER has won the Carte Blanche

Magazine’s first prize for Color Travel Photos —
a trip for two to Japan with ten days at the Tokyo
Hilton. The prize-winning photograph was taken in

the area of Dyushambe and Samarkand in Genghis

Khan’s Tartar and Mongol country of Russia. The
picture shows a traveler dressed in his native habit

of fur hat and boots, along with his strikingly robed

wife and children waiting on a roadside in the

Pamir mountains. AMERICO SAVASTANO and

MANOEL FALCAO were traveling companions to

the International Society of Orthopedics and Trau-

matology in Russia, and lectured at the Orthopedic

Institute in Moscow.

IN THE EDITOR S MAILBOX

To the Editor:

The editorial pages of your June 1967 issue have

given me the unusual experience of a “deja-vu” in

which the image recalled actually did happen in the

past.

I refer to the editorial titled “Is Methadon a
Breakthrough?”, in which methadon is hailed as a
“new” drug, “introduced” by Dole, Nysander, and
Kreek.

Having checked on my admittedly erratic mem-
ory by a bit of searching through some older books,

I can say that methadon (I don’t believe capital-

izing the name is any longer necessary) was de-

veloped by the Germans in 1941. Immediately after

World War II it went through a flurry of interest

as an analgesic and antitussive.

But, what is more to the point, the value of

methadon as an adjunct in morphine withrawal, as

well as its own addictive properties, were well

known prior to 1949.

I have enough confidence in the Rhode Island
Medical Journal Editorial Staff to realize that

this little note will be received simply as a friendly

comment. And it does prove that I do read “my
own” Journal once in a while;

W. N. PlNAULT, M.D.

193 Summit St.

Pawtucket, R.I. 02860

1. We agree that methadon (lower case) is now
preferable to Methadon.

2. The term “new drug” for methadon was prob-

ably ill chosen. The use of this drug by the New
York group as a substitute for heroin, however, dif-

fers substantially from previous applications as an
adjuvant to withdrawal. Heroin addicts have ap-

parently been successfully rehabilitated in signi-

ficant numbers by substituting methadon for he-

roin. Successful withdrawal from methadon has not
been described by these writers.

3. Thanks for the kind words.

. . . (Editor)

ONE SENTENCE ESSAY

(Marathon Department)

If the commercial insurance industry wants equi-

ty, I say let them have it, let there be no taxes and
the same reimbursement relationships with provid-

ers, but let them also have regulated rates and con-

tracts, provide representation at policy levels, de-

velop strong professional standards and submit
them to AHA type regulations, rule out 50 per cent
retentions, have no cross-subsidies from life insur-

ance operations, no contracts where loans are out-

standing or there are interlocking directorships, and
no seeking out of only the best risks.

. . . Walter J. McNerney, Presilent of the

National Blue Cross Association, com-
menting on relationships with commer-
cial insurance companies.





This pain is

getting on
my nerves.

Patients in pain often experience concomitant anxiety and tension,

which may add to the burden of pain.

For such patients, you may want to prescribe a preparation that

offers more than simple analgesia.

A good choice is often Equagesic® (meprobamate and ethohep-

tazine citrate with aspirin). It helps relieve pain. And anxiety. And
skeletal muscle spasm as related to pain or anxiety and tension.

TABLETSEquagesic
(meprobamate and ethoheptazine

citrate with aspirin)

Contraindications: History of sensitivity or severe intolerance to aspirin or

meprobamate.

Warnings: USE IN PREGNANCY: Safety for use during pregnancy or lactation

has not been established: therefore it should be used in pregnant patients or

women of child-bearing age only when the physician judges its use essential to

the patient’s welfare.

Precautions: Keep out of reach of children. Not recommended for patients

12 years old or less. Carefully supervise dose and amounts prescribed, especially

for patients prone to overdose themselves. Excessive prolonged use of meprobamate
may result in dependence or habituation in susceptible persons—as alcoholics, ex-addicts,

severe psychoneurotics. Withdraw gradually after prolonged high dosage to avoid possibly
severe withdrawal reactions including epileptiform seizures. Warn patients of possible reduced
alcohol tolerance. If drowsiness, ataxia or visual disturbances (impairment of accommodation and
visual acuity) occur, reduce dose. If symptoms persist, caution patients against operating machinery
or driving. After meprobamate overdose, prompt sleep, reduction of blood pressure, pulse and
respiratory rates to basal levels, and hyperventilation are reported. Give cautiously to patients with
suicidal tendencies. Treat attempted suicide (has resulted in coma, shock, vasomotor and respira-

tory collapse and anuria) with immediate gastric lavage and appropriate supportive therapy (CNS
stimulants and pressor amines as indicated).

Side Effects: Ethoheptazine and aspirin may occasionally cause nausea, vomiting, epigastric distress,

and rarely dizziness. Overdosage may result in CNS depression (drowsiness and lightheadedness) or

CNS stimulation and salicylate intoxication (requires induced vomiting or gastric lavage, specific

parenteral electrolyte therapy for ketoacidosis and dehydration, and observation for hypoprothrom-
binemic hemorrhage [usually requires whole blood transfusions]). Meprobamate may cause drowsiness,

ataxia and rarely allergic or idiosyncratic reactions. These reactions, sometimes severe, can develop in

patients receiving only 1 to 4 doses who have had no previous contact with meprobamate. Mild reactions are
characterized by urticarial or erythematous maculopapular rash. Acute nonthrombocytopenic purpura with
petechiae, ecchymoses, peripheral edema and fever have been reported. If allergic reaction occurs,

meprobamate should be stopped and not reinstituted. Severe reactions, observed very rarely, include angio-
neurotic edema, bronchial spasms, fever, fainting spells, hypotensive crises (1 fatal case), anaphylaxis,

stomatitis and proctitis (1 case) and hyperthermia. Treat symptomatically such as with epinephrine, anti-

histamine and possibly hydrocortisone. A few cases of leucopenia, usually transient, have been reported
following continuous use. Rarely, cases of aplastic anemia (1 fatal case), thrombocytopenic purpura, agranulo-

cytosis, and hemolytic anemia have been reported; almost always, in the presence of known toxic agents.

Composition: 150 mg. meprobamate, 75 mg. ethoheptazine citrate and 250 mg. aspirin per tablet.

Wyeth Laboratories Philadelphia, Pa.
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CURRENT THERAPY IN INFECTIOUS MONONUCLEOSIS*
Routine Bed Rest Discouraged; Prednisone Useful In

The Severely III

ROSWELL D. JOHNSON, M.D.

No. 9

The Author. Roswell D. Johnson, M.D., oj Providence,

R.l. Director of Health Services, Brown University;

President, New England College Health Association.

I
nfectious mononucleosis is surrounded by as

much folklore as any commonly seen disease. It

often causes severe consternation in the minds of

college students and of their parents as well! It is

clearly a disease of the college age; it is not so

clearly “the kissing disease” which some phrase-

maker, obviously more romanticist than epidemiolo-

gist, applied to it several years ago. A two-day con-

ference held in Washington, D.C. on March 27-28,

1967, sponsored jointly by the National Institutes

of health and the American College Health Asso-

ciation and devoted solely to various aspects of the

disease, is an indication of the interest in this dis-

order.

We are here reporting on an experience with 90

cases of infectious mononucleosis seen during the

academic year beginning in September 1966. All

were students at Brown University or at the wom-
en's coordinate college, Pembroke. Table 1 shows

the monthly incidence; table 2 shows incidence by
class. Each case was seen at least once by the writer

if ambulatory (usually three to six times), and
daily if in the infirmary.

The diagnostic signs of mononucleosis are so

well-known that they scarcely bear repeating. We
are all familiar with the classic generalized glandu-

lar enlargement and splenomegaly; but many times

the enlargement is not generalized, and the spleen

may never be palpable in spite of very large cer-

vical nodes. Petechiae of the palate, usually near

the junction of the hard and soft components, make
one highly suspicious; but they are not pathogno-

monic. Membranous tonsillitis is almost a certain

sign in this age group, but only recently one of

these developed into a peritonsillar abscess, not

mononucleosis. Severe and constant headaches have

*Read before the 156th Annual Scientific Assembly
of the Rhode Island Medical Society, at Providence,
R.I., May 10, 1967

Grateful acknowledgement is made of the clinical sup-
port given by Doctors Frederic Easton, III, Robert
Tefft, and Veneia Georas. Laboratory work was done
by the Wagner Clinical Laboratory.

been surprisingly common. Puffiness of the eyes, al-

though not always present, was so severe in one

boy as to present some difficulties in vision. Sev-

eral of our cases showed aphthous ulcers of the

palate or tonsillar pillars as the first finding.

Figure 1 shows a curious phenomenon of the dis-

ease which is not uncommon, the so-called drome-

dary curve. This girl had a moderate fever and

cervical node enlargement but improved with symp-

tomatic therapy and left the infirmary. Thirteen

days later she developed severe membranous ton-

sillitis, fever, and morbidity necessitating predni-

sone administration. Since we saw this in students

before we stressed early ambulation, we do not feel

that there is any relation between the two.

The etiology of mononucleosis has never been es-

tablished. In spite of the sophisticated techniques

now available to virologists, no one has been able

to isolate a generally accepted agent. If it is a viral

disease, it is one of the few that are helped rather

than harmed by steroids. None of these cases re-

ported today are roomates, nor was there any dat-

ing between the girls and the boys involved. Wheth-

er it is really a disease entity or merely a symptom
complex with different causes has never been es-

tablished.

The newest diagnostic aid is an agglutination

test using formalized red cells of the horse 1 instead

of the sheep. It is a slide test and is reported as

either negative or positive, not by titre. It is some-

what difficult to read a positive test unless the slide

is brightly illuminated from below. “False nega-

tives” are usually attributable to this idiosyncrasy

(Continued on next page)

TABLE 1

INCIDENCE BY MONTH 1966-67

S 0 N D J F M AP Total

BROWN 13 10 12 9 11 7 3 5 70

PEMB. 0 1 3 1 3 5 3 4 20

13 11 15 10 14 12 6 9 90

TABLE 2

INCIDENCE BY CLASS 1966-67

70 ’69 ’68 ’67 G. Total

BROWN 22 23 7 14 4 70

PEMB. 10 3 4 3 0 20

32 26 11 17 4 90

609
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according to Hoff, the originator of this test. Many
college health services have adopted it as their

standard test, using the standard heterophile only

in “false negative” checks, or when doing guinea

pig and ox cell absorptions to rule out an anamnes-

tic response.

We do not repeat our blood counts or serology

tests once the diagnosis has been established. One

cannot tell when mononucleosis is “over” by these

tests, because there is no correlation between se-

verity of clinical symptoms and laboratory findings.

I have seen a heterophile of 1:4000 six months

after all clinical features of the illness had disap-

peared. We do, however, repeat certain of the he-

patic enzyme and function tests if they have been

grossly abnormal.

Problems related to the possibility of repeated

attacks of mononucleosis arise every year. I have

never personally observed a second attack. We
painstakingly trace all previous clinical and labo-

ratory data on students who assert they are having

mononucleosis for the second (or third) time. Our

queries in the past year have extended not only to

doctors in the United States, but even to Switzer-

land and Puerto Rico; none have yielded unequivo-

cal proof of a previous attack. If it is an infectious

disease, second attacks must occassionally occur.

Many of us in practice for a number of years have

seen second attacks of certain of the acute infec-

tious diseases of childhood. “Chronic” mononucle-

osis is hard to document; asthenia, apathy, and

depression do persist for months occasionally in

spite of normal tests for liver function, specific

serological tests, and hemograms. We feel that abuse

of rest as a therapeutic procedure may contribute

to these problems. Over 90 per cent of our cases

were symptom free at the end of 4 weeks, and many
in a much shorter period.

Our basic plan of therapy is shown in table 3.

We do not put a patient to bed unless he has sig-

nificant temperature elevation, is toxic, or requests

bed rest. Studies at Harvard Health Service by

Dalrymple

2

showed recovery rates slightly quicker

in those students allowed up as desired compared

to alternate controls required to go to bed. “Return

to duty” is accomplished gradually if the student

has been in bed, usually with “commuting” from

the infirmary for two or three days with increasing

TABLE 3

BASIC PLAN THERAPY
1. NO ISOLATION
2. BED REST NOT ADVISED UNLESS SIGNIFI-

CANT FEVER, MORBIDITY OR STUDENT
REQUEST.

3. CONTROL OF PAIN BY ASPRIN, CODINE,
OR DARVON.

4. IF (3) FAILS, USE PREDNISONE
5. EARLY AMBULATION INFIRMARY CASES

“COMMUTE.” 1 CLASS/DAY, THEN 2, ETC.
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class attendance. We admit and discharge from the

infirmaries with a minimum of red tape; and oc-

casionally a student will request a 48-hour stay,

particularly over weekends if his living unit is one

of the more “active” areas.

In our therapeutic plan, we try to avoid having

boys or girls go home unless they are commuting

students. The overconcern of the family, the sense

of separation from the University, and undue pres-

sures on the family physician contribute to the

fact that any student dropping out of school be-

cause of mononucleosis has been in this group. If

they stay in school, they are still in the environ-

ment of the school. They can then get assignments,

get notes or visits from their classmates, learn of

the daily doings of the class group, and not become

alienated.

USE OF PREDNISONE
The decision to use prednisone is highly individ-

ualized.36 In some colleges it is virtually routine

to use it for every case of mononucleosis who shows

any aspects of morbidity such as fever or moderate

sore throat. Some groups at the other extreme use

it only in life threatening emergencies. Such a situ-

ation is extremely rare. Although I have seen two

reports in the current literature to the effect that

the mortality rate is between 0.5 per cent and 1.0

per cent, I think this is highly exaggerated. A re-

view of the literature to 1950 by two French au-

thors8
listed 38 fatal cases up to that time, some

of which were highly questionable on diagnostic

criteria. Since 1950 probably 12 or so more have

been reported, either in the literature or by a show
of hands at the recent national mononucleosis sym-

posium in Washington. Of these 50 cases, neuro-

logical factors accounted for 12 deaths, ruptured

spleen for 7, superimposed infection for 9, and res-

piratory obstruction for 1 (an infant).

One hesitates to use a potent therapeutic agent

in a disease largely self-limited. On the other hand,

it is hard to justify therapeutic nihilism in the

presence of that degree of pain, suffering, and lost

time which acute mononucleosis entails when, based

on our experience in the college health services,

there is so little adverse reaction to therapy. Al-

though prednisone does not seem to influence the

total duration of the disease, it certainly curtails

much of the unpleasantness and gets a student back
to his classes sooner. In defense of my colleagues I

should add that I am somewhat less strict in my
criteria for its use than are they.

The cardinal criterion for its use is a solid diag-

TABLE 4

CRITERIA FOR DIAGNOSIS
1. COMPATIBLE CLINICAL PICTURE
2. AT LEAST 5% ATYPICAL CELLS
3. POSITIVE SEROLOGICAL TEST
4. (POLYS UNDER 50%)

nosis (table 4). Although we have no quarrel with

the concept of seronegative mononucleosis, all of

our cases have had a compatible clinical picture

(highly variable though they may be), a significant

proportion of atypical cells in the peripheral blood,

a positive serological test for the disease, and in

virtually every case less than 50 per cent polymor-

phonuclear cells on the differential count. The latter

is only an observation, not an absolute requirement.

In every case showing any pharyngeal redness or

exudate, a throat culture for 'beta hemolytic strepto-

coccus was obtained. (In every prednisone treated

case a culture was obtained before therapy.) A
small number were positive for group A and were

treated appropriately. The clinical course was not

significantly different from those cases with nega-

tive cultures. If one suspects mononucleosis, a posi-

tive throat culture should not militate against the

diagnosis.

TABLE 5

INDICATIONS FOR PREDNISONE
1. PROVEN DIAGNOSIS
2. SEVERE DYSPHAGIA
3. TEMP. OVER 102° 3 DAYS
4. SEVERE HEPATITIS

USED 5/20 PEM. 17/70 BROWN

When the diagnosis is reliably established, indi-

cations for the use of prednisone have been in one

of two categories — continued temperature eleva-

tion or severe sore throat (table 5). Our dosage

has been somewhat variable, but usually we start

with 40-60 mg. the first day and 40 mg. the sec-

ond. If there has been a good clinical response by
this time, we rapidly taper off the dose (table 6).

If the response has been less than expected, we
may hold the dose at 30 mg. daily for two or three

days and then decrease, regardless of the clinical

course. Prednisone was used in 5 patients out of

20 at Pembroke and in 17 out of 70 at Brown.

The response to prednisone is usually dramatic.

Many times within 6 hours the temperature is nor-

mal, and eating becomes much easier with great

diminution in neck and throat pain (Figure 2).

These patients are usually anxious to try going to

class within 48 hours of starting therapy. However,

this is not universally true. Figure 3, the chart of

a girl student, is a good example. Therapy was
started because of unusually severe throat pain and

tonsillar membranes with swelling, leaving only a

small airway. Acute discomfort and low grade fever

(Continued on next page)

TABLE 6

PREDNISONE PLAN
1. DAY 1 — USUALLY 40-60 MGM.
2. DAY 2 & 3 — REDUCE TO 40 MGM.
3. SUBSEQUENT REDUCTION RAPID IF GOOD

CLINICAL RESPONSE — OTHERWISE HOLD
AT 30 MGM. 2-3 DAYS THEN REDUCE
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CURRENT THERAPY IN INFECTIOUS MONONEUCLEOSIS

continued for three days in addition to those shown

in the illustration. The chart of another girl under

therapy at the time of this writing could be super-

imposed on this chart as an exactly similar “fail-

ure.”

The other indication for prednisone administra-

tion is involvement of the central nervous system.

Last year one of our seniors during the disease

developed a headache of such severity that neither

codeine and aspirin nor demerol was effective over

a three-day period. Six hours after institution of

steroid therapy he was symptom free and remained

so.

A word about mononucleosis hepatitis is in order.

It is the feeling of most workers in the field that

some degree of hepatic dysfunction occurs in every

case of mononucleosis. Except to keep the frankly

jaundiced student at rest until the bilirubin is un-

der 3 mg., we do not treat him any differently than

his nonjaundiced classmate. On occasion, however,

hepatitis has been an indication for prednisone.

We feel that there has been a great deal of un-

necessary concern about the liver involvement in

mononucleosis. Possibly the students manifesting a

high transaminase test (SGOT) and elevation of

bilirubin are somewhat more miserable than the

others, but the degree of the difference in symptoms
and in the duration of their illness is not striking.

This does not produce the same pathologic picture

as infectious hepatitis, and the prognostic aspects

are altogether different. There is cellular infiltra-

tion, not necrosis.8 We have had no reservations

about assuring both patient and family that this is

not a cause for serious concern, not a justification

for long continued bed rest, and not a cause of pro-

longed asthenia. Transaminase (SGOT) values in

the upper 300's were seen in some of our patients,

and much higher values have been seen elsewhere.

The Korean armed forces study on infectious hepa-

titis has shown that graduated activity is valuable

in highly motivated subjects in this age group (aft-

er the bilirubin has fallen to 3.0 mg. per cent or

lower)

.

ATHLETIC PARTICIPATION
The last phase of management to be discussed

is athletic participation. Two questions arise, that

of exertion per se, and the hazard of splenic rup-

ture. Three years ago Dalrymple 10 sampled 30 col-

leges on their attitude toward this problem. Seven-

teen stated that they automatically prohibited any
and all athletics, while 13 stated that hey decided

on the basis of the sport and the degree of involve-

ment of the spleen. Twenty of the 30 let the ath-

letes return to the sport when the spleen was no
longer clinically enlarged. A show of hands at the

1965 meeting of the American College Health As-

sociation revealed a surprisingly small number of

613

physicians who had had firsthand experience with a

ruptured spleen in mononucleosis associated with

athletics. In this group most of the spleens had rup-

tured before the diagnosis had been made. If, as

Dalrymple has estimated, there are 50,000 cases of

mononucleosis each year, does such a low incidence

of rupture justify rigid sports exclusion? It is a

point as much personal and philosophical as med-

ical. It may be helpful in some instances for the

physician to confer with the student, the coach, or

the parents. At Brown we allow participation in

noncontact sports as the individual may desire, but

we apply mild pressure to induce him to do very

little. Often the athlete fears that he will be thought

a little-less-the-man if he fails to go to practice

daily. Our gentle pressure frequently reveals more
clearly how he actually feels. If we sense that he

prefers nonparticipation temporarily, we then for-

mally notify the trainer that for medical reasons

he is not to practice until further notice. If his

spleen is enlarged but he feels able to participate,

he is allowed to do conditioning for contact sports;

but contact is prohibited until the spleen is no long-

er palpable. Not all schools are as conservative as

this. A famous heavyweight wrestler in the South-

west contracted mononucleosis during the first week
of the season. He participated in every match and

won a conference championship! The only ruptured

spleen we have seen at Brown in the past 4 years

was in a freshman hockey player, subjected to over-

enthusiastic “body check.” He did not have mono-
nucleosis.

SUMMARY
On the basis of observations in about 400 cases

of mononucleosis in the college age group, of which

90 are reported in some detail here, we would make
a plea for the avoidance of routine bed rest, allow-

ing ambulation in accord with the patient’s desires

and abilities. In those students who exhibit pro-

longed temperature elevations, severe pain, wor-

risome swelling of the throat, or central nervous

system complaints, short-term prednisone therapy

is often dramatically helpful. The student can be

returned to classes much earlier, and many times

a semester of college can be saved. In these times

of high college cost and other pressures, this is an

important consideration.
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OSTEOID OSTEOMA
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Osteoid osteoma, a relatively comon bone

tumor, often eludes diagonsis because its symp-

tomatology can be misleading unless it is considered

in differential diagnosis. A review of the literature

and three cases are presented. In two of the three

cases diagnosis was difficult despite concerted ef-

fort and study.

Notwithstanding rather distinctive symptoms

this lesion has been referred to as the “osseous

chameleon,” indicating its tendency to mimic other

conditions, thereby leading to delayed or faulty

diagnosis.5

Jaffe in 1935 described a benign osteogenic tu-

mor of slow growth. The original phase of its evo-

lution in a given site seemed to be the proliferation

of the local bone forming mesenchyme and par-

ticularly of its osteoblasts. 1 He believed this be-

nign bone lesion to be a distinct entity and desig-

nated it osteoid osteoma. At an early stage the

tumor may consist largely of a vascular mesen-

chymal substratum, closely packed with osteoblasts,

although showing also a scattering of osteoclasts.

Although trauma frequently is associated directly

or indirectly with the onset of symptoms, the eti-

ology remains unknown. MacKenzie (1947) at-

tested to the controversy concerning the etiology

of osteoid osteoma when he described two cases

under the title “painful non-suppurative localized

sclerosis of long bones.”6

This tumor is most commonly seen in the second

and third decades of life; however, it has been re-

ported in both older and younger individu-

als.
1 6 13 41 The patients in our series were all in

the second decade of life. Males are affected more
frequently than females. The three patients pre-

sented in this study were males. The ratio of males

to females varies considerably in various series.

The dominating complaint in all patients is pain.

Its intensity can vary, being relatively mild to ex-

treme and at times preventing sleep in some indi-

viduals. A consistent effective remedy is aspirin.

Many patients experience discomfort for many
months before seeking the assistance of a physician.

The pain is often localized over a small area, but

occasionally is poorly localized; at times it is re-

ferred. Referred pain arises commonly from three

sites:

(1) The lumbar spine, especially when the pars

interarticularis is involved; pain is referred to the

abdomen or into the leg.

(2) The region of the lesser trochanter of the

femur; the pain is commonly referred to the knee.

(3) The posterior aspect of the upper third of

the tibia; pain is referred up th thigh to the hip.2 6

The bone in the area of the tumor is usually

tender and enlarged; muscle wasting in the affected

extremity is common. This is borne out in our se-

ries. Although the skin over the area may feel

warm, signs of infection are not common. Mild

leukocytosis and regional lymphadenopathy have

been reported. For the most part blood chemistries

are within the normal range. Local pain with a

paucity of objective findings is one of the promi-

nent features of this disease.
4 7 11 13

Although the bones of the lower extremity are

more commonly affected, osteoid osteoma has been

found in the following parts of the skeletal system:

skull, facial bones, vertebrae, ileum, ribs, humerus,

Fig. 8 D.R.—X-ray revealed an ovoid defect 7 mm.
in size in the anteromedial aspect of the upper femur
approximately 2 cm. below the lesser trochanter with

sclerosis surrounding the defect.
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Fig. 3 and 4 W.P.—Second hospital admission, films

3-22-63. Rounded rarefaction 12 mm. in diameter on
the anterosuperior border of the base of the right

femoral neck with adjacent bony sclerosis.

ulna, -phalanges, carpals, femur, patella, tibia, fi-

bula, talus, calcaneus, and tarsal navicular.4 7 9

A small area of translucency surrounded by a

zone of bony sclerosis is seen radiographically (Fig.

3). The central area is always small and as a rule

never more than one centimeter in diameter, a

nidus of irregular calcification may be seen within

the central core. It may occur in the cortex just

beneath the periosteum, intracortically or in spongy

bone. The zone of sclerosis is accentuated, if the

cortical bone is affected. This area of sclerosis can

mask the central area by extending beyond the le-

sion (Fig. 8). Tomography, varying degrees of pen-

etration, and careful positioning of the patient may
afford some help in overcoming this difficulty.

When located in the cancellous bone, sclerosis is

minimal (Fig. 4).
46

The site and size of -the tumor determines its

gross appearance. Usually the lesion consists of

bloodstained, fiable, cancellous-like tissue. If the

tumor is near or on the surface of cortical bone,

the periosteum may be thickened. When the nidus

is located within the cortex, a large area of sclerosis

will be noted, not only beneath the periosteum, but

also on the medullary side of the cortex as well.

Osteoid osteoma has never been known to invade

or break through the periosteum. This tumor has

never metastasized. If incompletely removed sur-

gically, the pain will recur and it will continue to

grow as it did prior to the operation.4 7 14

Microscopically, the tumor displays various as-

pects depending on the site and age of the lesion.

Characteristically, there is a well circumscribed

mass of irregular osteoid tissue lying in a vascular

stroma of connective tissue containing osteoblasts

and at times osteoclasts. Thickened trabeculae of

bone with large vescular systems surround the cen-

tral core of irregular osteoid tissue. Generally, the

younger lesions are more vascular.2 4 12

Th main causes of difficulty in arriving at a di-

agnosis of osteoid osteoma are the severity of the

pain, which is more severe at night and which may
or may not be localized, and the absence of pro-

nounced radiological changes in the bone, especially

when the lesion lies in the spongiosa.

Radiographically, the following conditions may
be confused with osteoid osteoma: (1) Brodie’s

intracortical bone abscess, (2) osteogenic sarcoma,

(3) sclerosing non-suppurative osteomyelitis of

Garre, and (4) Ewing’s endothelial myeloma. These

lesions are somewhat similar, but the clinical find-

ings and history will make the diagnosis more evi-

dent. Occasionally, eosinophilic granuloma may be

confused with osteoid osteoma; but these tumors

are often multiple and usually larger.3 6 13

CASE REPORTS

Case 1. W.P., an eleven-year-old white male, was

seen by a pediatrician because of pain in his right

hip. There was no history of trauma. Shortly after

the onset of symptoms he began to limp. He was

seen by an orthopedic surgeon and was admitted

to the hospital. An extensive work-up, including

(Continued on next page)



Fig. 1 and 2 W. P.—First Hospital admission; films

3-20-62 interpreted as negative.

x-ray (Fig. 1 and 2) and laboratory studies, gave

no clues as to the diagnosis. The child was then

referred to a nearby children's center where the

diagnosis of pauci-articular rheumatoid arthritis

was entertained.

At the time of admission to our hospital, the

pain had been present for one and one half years.

He had been treated with a straight leg traction

apparatus at night, with his mother performing

physiotherapy during the day. The remainder of

the day the child was ambulatory with crutches,

wearing a traction type of straight leg ischial weight

bearing brace.

Examination during this admission revealed

marked atrophy of his right thigh and calf. His

right leg was minimally shorter than his left. Mus-
cles of the right hip and lower leg were weak, most

likely due to disuse. Right hip motion was limited

in internal rotation and extension. He had mild pes

planus of his right foot and walked with an arthral-

gic gait.

Laboratory — On his last admission laboratory

studies were within normal limits except for an

alkaline phosphatase of 23 KA units.

X-ray studies of the pelvis and hip revealed a

well circumscribed rounded rarefaction 12 mm. in

diameter on the anterosuperior border of the base

of the right femoral neck with adjacent bony scle-

rosis which was consistent with osteoid osteoma

(Fig. 3 and 4).

The lesion was removed surgically, and the diag-

nosis was confirmed on pathological examination.

Fig. 5 shows the femur immediately after operation

with the area of the block dissection apparent.

Fig. 5 Right femur postoperative with the area of
block dissection apparent.

Fig. 6 Pathologic specimen with the nidus sur-

rounded by sclerotic bone.



OSTEOID OSTEOMA 617

Fig. 6 shows the pathologic specimen. One year

after operation the femoral defect has healed com-

pletely (Fig 7). A recent examination at a five year

follow-up revealed no pain or limitation of motion

in the right hip. X-ray studies were entirely within

normal limits.

Case 2. D.R., a ten-year-old white male, was

seen because of a limp and a tendency to favor his

left leg. One month later the child began to com-

plain of pain in the left hip and left knee area with

no specific localization. Initially the pain was more

severe in the knee but later had become severe in

the left hip. There was no localized area of point

tenderness. No discomfort was provoked by ac-

tivity. The pain was more severe at night, especially

between two and four A.M., when it would awaken

the patient. The pain was described as severe,

sharp, and occasionally radiating from the hip to

the knee. Aspirin was found to relieve the pain

without exception. A pediatrician followed the pa-

tient for some time without a definite diagnosis

being made, and at one point a psychosomatic

component was considered. The patient was seen by

a neurologist. X-ray studies were reported as nega-

tive. The patient was then referred to Rhode Is-

land Hospital.

Physical Examination on admission revealed a

healthy appearing white male, except for marked

atrophy of the left thigh and calf. The knee jerk

on the left was unobtainable and the left ankle

jerk decreased. The initial impression was spinal

cord tumor or lumbosacral plexus lesion.

Laboratory Studies revealed an alkaline phospha-

tase of 25 KA units and latex fixation positive 1/20.

Other studies were within normal limits. Metas-

tatic series and lumbosacral spine films were re-

ported as negative.

On the second hospital day the left leg reflexes

were found to be normal. A diagnosis of pauci-

articular rheumatoid arthritis was entertained.

During his hospital stay the patient continued to

have night pain and on one examination was found

to have localized tenderness in the left groin be-

tween the femoral artery and the anterior superior

iliac spine.

One the fifth hospital day an orthopedic consul-

tation was requested. The diagnosis of osteoid oste-

oma was considered in view of the history (pain

at night, relieved by aspirin). Repeat x-ray studies

were requested, including various views of the hip.

These revealed an ovoid defect 7 mm. in size in

the anteromedial aspect of the upper femur ap-

proximately 2 cm. below the lesser trochanter with

sclerosis surrounding the defect (Fig. 8). The diag-

nosis of osteoid osteoma was made, and the lesion

was excised en bloc (Fig. 9). The diagnosis was
verified pathologically.

Fig. 7 One year postoperative the femoral defect has

healed completely.

Fig. 9 The lesion was removed en bloc.

Case 3. G.M., a fifteen-year-old white male, was

first seen complaining of pain in his left thigh

of seven months duration. The pain was described

as annoying and variable. Some days it was hardly

noticeable, while on others it was severe enough to

cause a limp. Consistently the pain was more se-

(Continued on next page)
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vere at night and was alleviated by aspirin. There

was no local rubor, calor, or tumor. The pain was

localized to the anterior upper thigh radiating into

the hip. The patient noted a decrease in the muscle

mass of the left thigh. There was no fever, chills,

fatigue, or systemic complaints.

Past History negative.

Physical Examination revealed one-inch atrophy

of the left thigh, no limitation of motion of the

hip with slight pain on straight leg raising to 80°

on the left.

Laboratory Studies were entirely within normal

limits.

X-ray studies of the left femur revealed an os-

teolytic lesion of the upper femoral diaphysis of

the posterior cortex of the subtrochanteric area

with a fusiform sclerotic thickening of both cor-

tices (Fig. 10).

Fig. 11 Laminography revealed considerable sclerosis

of the upper femur below the lesser trochanter.

'' ' h *} ' ' ’
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Fig. 10 G.M.—X-ray of the left femur revealed an

osteolytic lesion of the upper femoral diaphysics of

the posterior cortex of the subtrochanteric area with

a fusiform sclerotic thickening of both cortices.

Laminography revealed considerable sclerosis of

the upper femur below the lesser trochanter (Fig.

11)

. Marked cortical layering was demonstrated

with an ovoid rarefaction in the posterior aspect

of the sclerotic process 1.2 cm. in diameter con-

sistent with osteoid osteoma (Fig. 10).

This lesion was removed by bloc dissection, and

the diagnosis was confirmed pathologically (Fig.

12

)

.

CONCLUSION
Osteoid osteoma is a common but easily mis-

Fig. 12 Pathologic speciment removed by bloc dis-

section. The nidus is shown clearly.

diagnosed orthopedic disorder. Three case are re-

ported, and the literature is reviewed.
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Case J. H. — Dr. Sandberg:

This white male, aged four years and ten months

was seen in November 1965 because of pain in the

right thigh associated with a slight limp. According

to the parents he had been waking up almost every

night for the preceding four to five weeks crying

with pain. The parents would rub the extremity

with alcohol and liniment and give the child aspirin,

which would relieve him and allow him to return to

sleep. The pain was occasionally present in the day-

time, but was less severe.

His post-natal and developmental history were

normal. He had had the usual childhood diseases

without complications. Tonsils and adenoids were

removed at age two because of recurrent purulent

otitis media since early infancy. Family history was

noncontributory. Physical examination on this oc-

casion was within normal limits with no findings

relative to the right lower extremity, and no limp

was observed.

The child was kept under observation. He was
seen on several occasions over the next few months
because of recurrent ear and respiratory infections,

treated with antibiotics and aspirin. During those

visits there were no complaints relative to the right

lower extremity.

In January 1966, the parents again notified me
that the child was waking the family with night

pains of increased severity, and orthopedic consul-

tation was suggested.

Dr. Litchman:

This child gave a five-month history of night

pains localized to the right thigh and knee areas,

relieved by local applications and massage in com-
bination with aspirin. This was a frequent occur-
rence with occasional pain during the day. No spe-

cific treatment had been prescribed other than arch
supports.

Orthopedic examination revealed a thin five-

year-old child who appeared in no distress, although

he admitted to having some aching pain in the right

thigh at the time of examination. Joint motions

were free, and the only positive findings were a

slight leg-length discrepancy, the right leg being

slightly longer than the left, and bilateral pes

planus.

Night pains are most commonly a result of mus-

cle fatigue in the active child, but are seldom fre-

quent or as well localized. Infections and systemic

disease rarely present these features, although in a

previous era night pains were attributed to tubercu-

losis. With the pain always occurring in the right

thigh with some radiation to the knee and with the

infrequent occurrence of a limp, pathology related

to the right hip was suspected and, in spite of the

negative physical findings, x-ray films of the hip

were taken (Figure 1).

Clearly visualized at the base of the femoral

neck was a bone lesion characterized by a circular

area of varying bone densities. Centrally there was
a small area of increased density surrounded by a

(Continued on next page)

Fig. 1A
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halo of radiopacity with a periphery of a thickened

zone of bone, characteristic of an entity known as

“osteoid osteoma.”

The patient's history was typical of this condi-

tion in that: ( 1 )
it is a lesion which produces pain;

(2) it is usually seen in children and young adults

and is most common in the femur and tibia; (3)

it often presents with a several months’ history, and

the diagnosis is often difficult to make at first, as

it probably takes several months before the x-ray

films show the classical appearance; (4) there are

rarely any associated findings such as heat, redness,

or tenderness; but as the lesion progresses the pain

becomes more severe, interferring with sleep; (5)

it becomes recognized empirically that the pain is

relieved by aspirin alone; and (6) stronger pain

medications and steroids have no effect on the pain.

The mechanism of specific action of aspirin has not

yet been established.

The parents were apprised of the nature of the

condition and the necessity for excision of the le-

sion. Prior to admission to the hospital the child was

placed on aspirin on a regular basis with complete

cessation of symptoms and prompt recurrence when
therapy was terminated. It is important to remove

the whole lesion in order to effect a cure. Surgery

is carried out under x-ray control for localization

and confirmation of removal (Figure 2). The child

underwent surgery with no complications and was

kept on modified activities until the excision site

filled in with new bone.

RHODE ISLAND MEDICAL JOURNAL

Fig. 2

Pathologically the resected tissue proved to be

osteoid osteoma, characterized by a central area or

nidus showing relatively few and thin osteoid and

bone trabeculae lined by osteoblasts, but also show-

ing a moderate number of osteoclasts. The immedi-

ately surrounding marrow spaces were filled with a

loose fibrous tissue which was very vascular. More
peripherally there was a dense layer of osteoid and

bone which was almost solid.

In conclusion, this instructive case calls to our

attention that night pains in children are often on

an organic basis, and that persistence in localization

should be studied roentgenographically in spite of

minimal clinical findings. Commonly, hip pathology

manifests itself by referred pain to the knee, and

with this complaint hip examination is essential.

Frequently some limitation of internal rotation will

be present with associated pain. It also reminds us

to include in our differential diagnosis the be<nign

tumor osteoid osteoma, which is a painful lesion re-

lieved temporarily by aspirin and permanently by

surgical removal.
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INTRODUCTION

S
evere fetal blood loss in the perinatal per-

riod is uncommon. 1 2 3 This report is prompted

by our recent experience with hypovolemic shock

in such an infant (Case 1). Three additional cases

known to us are reported for comparison. Although

uncommon, such patients are seen often enough to

warrent physicians in attendance at birth to begin

at least the immediate treatment necessary.

CASE PRESENTATIONS

Case 1. A 6 pound 14 ounce male infant was

born spontaneously to a 29-year-old, gavida III,

para II, reportedly Type O, Rh. (D) negative

mother after a two hour five minute labor. Pre-

natal course was unremarkable; gestational age 38

weeks. There was no premedication, and saddle

block anesthesia was used. The cord was around

the neck three times; the infant’s cry was weak,

color poor. He received oxygen by mask and was

transferred to the premature nursery where on ad-

mission physical examination showed a chalkwhite

infant in moderately severe respiratory distress

marked by flaring of the alae nasi and supra- and

subcostal retractions. Breath sounds were clear, and

the heart rate was irregular and faint at 140. The

spleen was not enlarged; the liver edge was firm

and sharp, but not enlarged. The mucous mem-
branes were pale. Muscle tone was poor. There was

no edema.

Exchange transfusion with unmatched, fresh

Type Rh. (D) negative blood was begun at 28

minutes after birth. Umbilical vein catheterization

was unsuccessful because of curling of the catheter

in the widely patent vessel. Since both umbilical

arteries were widely patent, the catheter was passed

retrogradely 4 inches into what was considered to

be the distal aorta. The mean pressure was found to

be 2-5 cm. of water. After withdrawing initial blood

for laboratory studies, a 20 ml. excess was rapidly

established, and the exchange proceeded without in-

From the Department of Pediatrics, Rhode Island

Hospital and Lying-In Hospital, Providence, Rhode
Island.

cident. Rapid improvement was noted as the ex-

change proceeded. Pre-exchange hematocrit and

hemoglobin could not be measured because of clot-

ting of the sample; however, it appeared grossly to

suggest a low hematocrit reading. The infant was

left with a 50 ml. excess after a 500 ml. exchange.

Subsequent laboratory reports showed a Type O,

Rh. (D) positive mother and infant with negative

Coombs’ test.

On the morning after transfusion the hemoglobin

was 13.9 gm. per cent, and the hematocrit 42 per

cent. The urinary output remained normal and the

post-exchange course was benign.

The placenta was lost to examination. However,

no abnormalities were noted by the attending obst-

trician. We have no doubt of the clinical diagnosis

of hypovolemic shock in view of the low mean ar-

terial blood pressure and the dramatic response to

transfusion.

Case 2. A 5 pound 15 ounce infant was born to

a gravida IV, para II mother by low forceps. The
fetal heart became inaudible during the second

stage of labor; and at birth the infant had no cry,

was atonic, and could not be resuscitated with pos-

itive pressure ventilation. The pregnancy was un-

remarkable except for hypertension believed to be

related to the pregnancy. The mother had been

treated with chlorothiazide. Duration of labor was
12 hours. Bright red bleeding was noted coincident

with failure to obtain fetal heart beat. Tests for

fetal hemoglobin were not performed on this blood.

Autopsy diagnosis was severe hemorrhage from rup-

ture of an aberrant placental vein with resultant

exsanguination.

Case 3. A 7 pound 2 ounce male infant was born

at 39 weeks gestation to an A positive mother. In-

fant’s blood type was A negative with a negative

Coombs’ test. Duration of labor was 2 hours 1

1

minutes. On delivery, a rent in the cord at the in-

sertion to the placenta was noted. The infant’s he-

matocrit on the first day was reported as 50 per

cent (age in hours unknown). At 2 days of age

hemoglobin had fallen to 8.1 gm. per cent. The
infant received 50 ml. of whole blood with an in-

crease in hemoglobin to 10 gm. per cent. At the

age of 4 days blood was noted in the urine, and
there was 4 plus albuminuria. Chest x-ray study

gave normal findings. The infant died on the sixth

day of life. Autopsy showed widespread sepsis with

(Continued on next page)
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meningitis, perisplenitis with secondary rupture of

the spleen, and infarction and hemorrhage of both

spleen and kidneys. There was hemorrhage into

the gastric mucosa and bladder mucosa, renal pelves

and ureters, as well as thymus, pleura, and peri-

cardium.

Case 4. Obstetric history and details of labor are

unknown to us. However, labor is said to have been

traumatic in the second and third stages with deliv-

ery by vaginal route. There was marked molding

and overriding of the cranial bones, and it was

stated that the baby became pale and shocklike

within 20 minutes after birth. The hemoglobin

dropped from 10 g.m. per cent to 6 gm. per cent

within hours. Initial therapy consisted of mist and

oxygen, and the child seemed to improve. By the

third day he was taking a formula well; howver,

at this time he began to void port wine urine, which

showed few red cells and was positive for hemo-

globin. Physical examination at 5 days after trans-

fer to Rhode Island Hospital showed a vigorous

baby with a lusty cry, in no acute distress, with

pale waxy skin and puffy eyes. There was residual

molding of the cranial bones. The remainder of the

physical examination was within normal limits. Per-

tinent laboratory studies included 4 plus free hemo-

globin and 50 red cells per high power field in the

urine, blood urea nitrogen 60 mg. per cent, creati-

nine 10 mg. per cent, platelet count 18,000 ml., and

hemoglobin 6.1 gm. per cent. The infant received a

75 ml. whole blood transfusion with a resulting rise

in hemoglobin to 1
1

gm. per cent. Chest x-ray

study was within normal limits. Skull x-ray study

showed a fine linear fracture of the posterior por-

tion of the parietal bone without displacement or

depression. Lumbar puncture and subdural taps

gave normal results. Direct and indirect Coombs
and Hinton tests were negative. There was im-

provement with transfusion. However, with fluid

replacement the infant became edematous. Urinary

output was between 30 and 45 ml. per day. The so-

dium and chloride were reduced, and the potas-

sium was slightly elevated. The child was trans-

ferred to Cihldren’s Hospital Medical Center, Bos-

ton. Massachusetts, where the infant subsequently

died at three weeks of age. Autopsy showed acute

ischemic subcapsular renal necrosis.

DISCUSSION
In Case 1 the infant received exchange trans-

fusion primarily on the basis of the reported O
negative blood type of the mother and in complete

ignorance of antibody titers during pregnancy.

Subsequent laboratory studies proved there was no

hemolytic component to this child's problem and

that adequate whole blood replacement rather than

exchange transfusion certainly would have been

sufficient. Case 2 presents a patient who was not

breathing and was exsanguinated at the time of

birth. Because of loss of the fetal heart late in la-

bor, delivery was hastened. The infant could not

be resuscitated. Case 3 presents a child with known
blood loss. Since the initial hematocrit was 50 per

cent and distress seemed to decrease with time, he

was not transfused until the second day of life. The
course subsequent to this was one of rapid deteri-

oration with subsequent death from overwhelming

sepsis in spite of vigorous antibiotic therapy. Case

4 presents a typical sequence of renal failure sec-

ondary to probable hypovolemic shock.

In cases 3 and 4, both patients were noted to

improve in the second 24 hours of life. Both had

hematuria noted on the third and fourth days re-

spectively with rapid deterioration and death. This

graphically demonstrates that the problem was one

of hypovolemia, not anemia, and that immediate

measures to expand the intravascular volume are

necessary. Indeed the hematocrit done at the time

of birth may be near normal if equilibration has

not had time to occur. However, fluid adjustments

are made quickly and a repeat determination in

half an hour should demonstrate the falling hema-
tocrit and hemoglobin. 1

We feel that the diagnosis can easily be made
clinically. Confirmation can follow readily by care-

ful examination of the fetal surface of the placenta

for ruptured blood vessels or site of hemorrhage.

However, failure to find an obvious source of blood

loss does not exclude the diagnosis, since occult

loss of fetal blood is known to occur.3 Recognition

of the pathophysiology of subsequent complications

leading to death makes rapid replacement of blood

volume with either whole blood or blood substitutes

mandatory.

Rapid initiation of transfusion might be most

expediently done by using a heparinized syringe to

obtain O negative blood from one of the staff pres-

ent in the delivery suite. Delay in type and cross

matching is dangerously time consuming and un-

warranted. 1

Although not common, hypovolemic shock sec-

ondary to blood loss in the newborn is yet common
enough so that all physicians involved with care

of the newborn infant should be aware of this com-

plication. It is mandatory that immediate steps be

taken to correct the hypovolemia if these infants

are to survive. The passage during labor of blood

which contains fetal hemoglobin may be an indica-

tion for cesarean section. Methods of distinguishing

fetal from maternal blood cells are available. These

may be useful prenatal tests for application to va-

ginal blood loss during labor. 2 4 Whole blood or

blood volume expanders should be administered in

the delivery suite at the time of birth to infants in

shock.

(Continued on Page 624)
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BOWEN’S DISEASE IN AN UNUSUAL LOCATION

Evidence Increasing Of Association With Visceral Neoplasm

BENCEL L. SCHIFF, M.D. and STANLEY SIMON, M.D.

The Authors. Bencel L. Schiff, M.D., of Pawtucket, R.I.

Assistant Clinical Professor of Dermatology , Boston

University School of Medicine, Chief, Dermatology De-

partment, Memorial Hospital, Pawtucket, R.I.; Derma-
tologist, Veterans Administration Outpatient Clinic,

Providence, R.l.

Stanley Simon, M.D., Senior Surgeon, Miriam Hospital,

Providence, R.l., and Memorial Hospital, Pawtucket, R.l.

B
owen’s disease limited to the fingers has been

seen on relatively few occasions. A review of

the literature from 1940 to 1967 revealed only five

reported cases (Belisario, 1 Jillson
2
). Our recent ob-

servation of this tumor on the thumb of a 45-year-

old woman is the essence of this paper.

REPORT OF CASE
A 45-year-old woman was examined in January

1967 for an eruption of the right thumb of nine

years’ duration. Two years previously, the involved

area had been electrodesiccated by the family phy-

sician, but the growth recurred two months later.

There was no relevant past or family history. Phys-

ical examination revealed a keratotic, nodular,

slightly elevated lesion, measuring 2.5 x 3.0 cm.

in diameter, involving the palmar aspect of the

right thumb (Fig. 1). A diagnosis of basal cell

carcinoma was entertained, and the patient was
referred to a surgeon for excision and skin graft.

The histopathology report was as follows:

Microscopic Description: The sections of skin

examined reveal the predominant pathology to be

within the epidermis (Fig. 2). There is mild to

moderate hyperkeratosis alternating with areas of

parakeratosis. The granular layer shows focal thick-

ening and a slight degree of vacuolization. There
is considerable irregular acanthosis with moderate
elongation and clubbing of some of the rete ridges.

The basal layer appears intact throughout. The
epidermal cellular architecture shows considerable

deviation from the normal pattern in that there are

moderate numbers of atypical cells exhibiting va-

riation in nuclear size, staining reaction, and shape.

In addition, there are individually keratinizing cells

at all levels of the epidermis as well as epidermal

giant cells containing one or several large, atypical

nuclei (Fig. 3). Normal and abnormal mitoses are

present in fair numbers. The upper dermis shows
(Continued on next page)

From the Department of Dermatology, Boston Uni-
versity School of Medicine (Herbert Mescon, M.D.,
Professor)

Fig. 1. Showing a keratotic, nodular elevated lesion

of the palmar aspect of right thumb.

Fig. 2. (Low power) showing dyskeratosis atypia

and mytosis.



624

Fig. 3. (High power) showing tripolar mytosis.

a moderate to marked diffuse inflammatory infil-

trate consisting predominantly of lymphocytes, his-

tiocytes, and occasional plasma cells. Focal exo-

cytosis can be observed. In addition, there are small

areas of recent hemorrhage in the upper dermis.

The collagen, vasculature, dermal appendage pres-

ent, and eccrine sweat apparatus do not show signi-

ficant pathologic alterations.

Impression : This is an intraepidermal neoplastic

process such as is characteristically seen in Bow-
en’s disease. The patient underwent complete phys-

ical examination, including metastatic series, but

no other organ involvement was found.

DISCUSSION
Bowen3 described the first two cases of this con-

dition in 1912. He believed it to be a “precancerous

dyskeratosis.” Today the tumor is generally con-

sidered to be a carcinoma in situ and malignant

from the start. The lesions may be single or mul-

tiple and, contrary to the general assumption, in-

volve the exposed areas of the body as often as the

covered parts (Graham and Helwig4
). The tumor

is usually erythematous, crusted, fissured, and ke-

ratotic. Nodular formations which may may ulcer-

ate have also been observed. The size ranges from

0.2 to 13 cm. in diameter. Arcording to Belisario,

metastases may occur before there is clinical evi-

dence of malignancy in the primary lesion. It is

now believed that Bowen’s disease occurs in indi-

viduals prone to development of other malignancy,

both cutaneous and internal (Peterka and others5
).

The sites of associated internal malignancy in

order of frequency are respiratory system,

gastrointestinal tract, genitourinary organs, reti-

culoendothelial system, skin, breast, and endocrine

system. The visceral neoplasm may appear several

years after the diagnosis of Bowen’s disease is made.

The treatment of choice for this disease is com-

plete surgical excision. It is of the utmost impor-

tance that patients with a diagnosis of Bowen’s dis-

ease be thourghly examined for other cutaneous

RHODE ISLAND MEDICAL JOURNAL

or internal malignancies at regular intervals for at

least ten years.

SUMMARY
A case of Bowen’s disease in an unusual location

is reported. The importance of frequent follow-up

examinations of these patients is stressed because of

increasing evidence favoring an association of this

disorder with internal malignant disease.
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NEONATAL SCHOCK SECONDARY
TO PRENATAL BLOOD LOSS

(Concluded from Page 622)

SUMMARY
Four neonates with hypovolemic shock secondary

to blood loss in the perinatal period are presented.

The mortality rate in this series of four is 75 per

cent. We feel that with adequate awareness of this

entity and prompt treatment more of these patients

may be salvaged.
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ONE SENTENCE ESSAY
Novelty isn’t everything: One can make a de-

cent case for the proposition that it is more impor-

tant to be right than different.

. . . Raymond J. Saulnier, N.Y. Times,

June 25, 1967, review of J. K. Galbraith’s

The New Industrial State
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I am much troubled and should like to express

some thoughts I have on my mind.

The Medical profession of this State has for sev-

eral years been subjected to abuse, harassment,

vilification, and denigration. Through this Corpo-

ration it has been tormented by three directors of

business regulation under two governors of two

political parties. It has been disparaged and cen-

sured by the local press and some of its prized

writers. The most articulate labor leaders of the

area have made it the scapegoat for all sorts of

fancied abuses and have blamed it almost alone

for the increased costs of medical care. At a recent

hearing doctors were described as wanting to “let

the fox in the chicken coop” because of their as-

sertion that they could properly evaluate and con-

trol the fee practices of members under certain

circumstances.

The history of the origins of R.I. Medical Society

Physicians Service is pertinent. It was chartered

in May of 1949 on the initiative of the R.I. Med-
ical Society to provide full payment surgical care

to low income patients on a pre-payment basis. It

began operation during the ensuing year. The fee

schedule was always considered inadequate by the

participating surgeons, but it was accepted in good

grace as a service to the under-privileged of the

community. The service concept, incidentally, was

accepted by the profession by a very narrow mar-

gin, but it has prevailed these past 17 years on a

purely voluntary basis.

Most of the problems of recent years have been

a result of the very success of the plan. Because of

the large numbers now covered, the regulating

bodies feel that they have a right to control fees,

since premiums depend upon fee structure. This

was never envisioned by the profession when it

embarked upon this venture. But the profession

now appears to be locked in by a Frankenstein of

its own creation.

A writer in the local newspaper explains the con-

cept of service benefits to his readers by describing

the scheduled fees as those a doctor “has to ac-

cept” for patients under certain income limits. This

of course, is a travesty on the principle of volun-

tary participation. No other segment of the com-
munity providing services is now expected to sub-

sidize certain segments of the population through

variations in pricing. This was a practice volun-

tarily begun by the profession for altruistic pur-

poses. For political motives it is now considered not

only a responsibility but a legal obligation of the'

profession. I cannot imagine any other profession,

for example lawyers, permitting such a fate to be-

fall them.

Historically, the professional leadership in Rhode
Island has had a good record with respect to set-

ting an example by participation in the plan and

by applying persuasion to others to do likewise.

The Providence Surgical Society, without whose

members a plan of participation could not work,

has likewise used persuasion with its membership

where possible. The percentage of participation of

the total membership of the State Society has, of

course, been excellent. It should be pointed out,

however, that practically all non-participating

members are those who would otherwise furnish

service benefits. The numbers of non-participating

members who supply primarily indemnity (i.e. med-
ical benefits) are few or nil.

In the early years of the plan it was possible

for non-participating members to be paid by assign-

ment. There was discussion about changing this

over a period of seven years. In October of 1960

it was voted to withdraw assignment privileges

from non-participating physicians or surgeons ef-

fective December 31, 1960. This was deemed to

be more equitable to those willing to participate

by not permitting those who did not participate

the privilege of having their fees collected for them.

It also applied a modicum of economic pressure

on those who did not participate to rejoin. I say

a “modicum of pressure” advisedly, since, as I un-

derstand it, most of those who have stayed out

have done very well.

All insurance companies allow assignment of

fees. And there is a precedent for it in our own

corporation covering a period of eleven years. Even

the Federal Government permits assignment in

Medicare, requiring only that the assignee accept

“reasonable, customary, and prevailing” charges,

not a scheduled fee, and regardless of the income

of the patient.

(Continued on next page)

PAYMENT FOR PHYSICIANS SERVICE BENEFITS TO
NON-PARTICIPATING DOCTORS BY ASSIGNMENT

Statement Presented by Seebert J. Goldotvsky, M.D. and Accepted

by the Board of Directors of the R.I. Medical Society Physicians

Service at Meeting Held on May 2 , 1967
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What can be done
for Susan Jane

To stop the runs

and crampy pain?
Parepectolin for quick relief of acute diarrhea

...soothes colicky pain with paregoric

...consolidates fluid stools with pectin

...adsorbs irritants with kaolin, and protects

intestinal mucosa

.

In children, Parepectolin may be used to control

diarrhea promptly and prevent dehydration,

until etiology has been determined. In some
cases, Parepectolin may be all the therapy

Contains opium (Vi grain) 15 mg. per fluid

ounce.
warning: may be habit forming

Pectin (2V4 grains) 162 mg.
Kaolin (specially purified) .... (85 grains) 5.5 Gm.
(alcohol 0.69%)
Usual Children’s Dose: One or two teaspoonfuls
three times daily.

WILLIAM H. RORER, INC.

Fort Washington, Pa,

Since we have been unable to convince anyone,

except ourselves, that we are providing a worth-

while service in the community, worth perhaps a

little more than present fee schedules allow, there

is serious doubt in my mind whether we have any

longer a moral obligation to provide this service.

We certainly do not have a legal obligation to do

so.

I feel, at the moment, that we should await the

findings of the Director of Business Regulation on

the present rate filing before we make final judg-

ments. My present impression, however, is that we

no longer have the right to pass moral judgment

on our colleagues concerning their decision to par-

ticipate or not to participate. By the same token I

believe that we should seriously reconsider the pres-

ent penalty of inconvenience or uncertainty of col-

lection by restoring the right of assignment so long

a part of our plan.

SCIENTIFIC MEETING

of the

Providence Medical Association

Monday, October 2, 1967, at 8:30 p.m.

R. I. MEDICAL LIBRARY

"Contraception, or Pills, Plastics

and People”

H. Oliver Williamson, M. D.

Assistant Professor of Obstetrics and
Gynecology,

Medical College of South Carolina

DERMAQUIZ ANSWERS
(See Page 589)

Cutis rhomboidalis nuchae. A senile degenerative

change of the skin of the neck due to age and long

exposure to atmospheric elements. Also called far-

mer’s, fisherman’s neck.
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PHYSICIANS SERVICE, THE STATE DEPARTMENT OF
BUSINESS REGULATION, AND RATE FILINGS*

Attorneys for R.l. Medical Society Physicians Service Review the

Questions Involved in Consideration of Reasonablness of

Annual Rate Filings

EDWARDS & ANGELL
Gerald W. Harrington

Attorneys for Rhode Island Medical Society Physicians Service

BRIEF FOR APPLICANT
STATEMENT

On March 24, 1967, Rhode Island Medical So-

ciety Physicians Service, a medical service corpora-

tion organized under the provisions of

General Laws of Rhode Island, 1956, Title 27,

Chapter 20, filed with the Director of Business

Regulation a schedule of proposed subscribers' rates

and requested approval thereof under the provision

of

General Laws of Rhode Island, 1956, Section 27-

20-6. Rhode Island Medical Society Physicians

Service will hereinafter be sometimes referred to

as the “Applicant” and sometimes as “Physicians

Service.”

The Director of Business Regulation called for

hearings on said Application which were held be-

fore him on April 12, 13, 14, 17, 18, 19 and 20,

1967.

Nobody appeared in opposition to said rate filing.

The Director of Business Regulation, however,

personally cross-examined at considerable length

the two witnesses offered by the Applicant and him-

self introduced thirteen exhibits in opposition to

the filing. The record has now been closed and the

matter is before the Director for decision.

During the course of the hearings, the Director

raised certain questions which will be dealt with

in this brief..

QUESTIONS
1. What is the nature, power and duty of the

Director of Business Regulation with respect to ap-

proval or disapproval of a filing of subscribers’

rates under

General Laws of Rhode Island, 1956, Section 27-

20-6 ?

2. Are actuarial computations and projections

presented with the proposed new subscribers’ rates

accurate and correct?

3. Is the reserve level, the achievement of which
is forecasted as of the end of the rating year, rea-

sonable?

*This legal brief has been edited for purposes of
publication.

4. In considering whether or not the filing of

proposed subscribers’ rates is within the zone of

reasonableness, may the Director of Business Regu-

lation take into consideration

(a) overall gross or net earnings of physicians

and/or

(b) the contention that the level of physicians’

fees in general has risen at a rate in excess of that

for all items in the Consumer’s Price Index?

5. Did the changes made by Physicians Service

in the fee schedules on or about February 15, 1966,

and February 2, 1967, result in fees which were

fair, just and reasonable?

6. Does the proposed increase in fee schedules

by an increase of 4 per cent in the conversion fac-

tor result in fees to physicians which are fair, just

and reasonable?

7. Are the proposed x-ray benefits based upon

the payment of fees for x-rays in full on a usual

and customary basis, reasonable?

ARGUMENT
1. Powers and Duties of Director Under Section

27-20-6.

The Director of Business Regulation is empow-
ered and directed under the provisions of

General Laws of Rhode Island, 1956, Section 27-

20-6, to pass upon the reasonableness of each new
filing of Hibscribers' rates proposed by Physicians

Service. The statute provides as follows:

“27-20-6. Rates charged subscribers. — The
rates charged by such nonprofit medical service

corporation to its subscribers shall be consistent

with the proper conduct of its business and the

interests of the public and shall at all times be

subject to the approval of the director of busi-

ness regulation.”
* * *

It is quite clear from the language of the Rhode
Island statute that it was not intended to confer

upon the Director of Business Regulation the pow-
er himself to make or fix subscribers’ rates. This

power can only be conferred expressly by statute

and may not be inferred.

* * *

(Continued on next page)
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In exercising his right of approval or disapproval,

the Director has no right to substitute his judg-

ment for that of management in areas where he is

not specifically authorized to do so by statute.

No regulatory body may usurp the prerogatives

of management. . . .

* * *

Section 27-20-6 confers power upon the Director

considerably less than the power to regulate. A

fortiori if one with power to regulate may not in-

terfere with the prerogatives of management, the

Director, we respectfully submit, cannot do as in-

cident to a power to pass on the reasonableness of

subscribers’ rates.

The Director in approving or disapproving

a filing of subscribers’ rates must base his de-

cision upon substantial evidence. The decision may

not be based upon preconceptions nor upon the

opinion of others nor upon newspaper articles nor

upon anything except substantial evidence.

* * *

2. The Actuarial Computations and Formula

Projections Presented With the Proposed New
Subscribers’ Rates Are Accurate and Correct.

The actuarial computations and projections pre-

sented with the filings . . . were derived and pre-

sented to the Director through the testimony of

Mr. Seymour Fenichel.

Mr. Fenichel was qualified without objection as

an actuary. He testified that he personally partici-

pated in the preparation of the computations and

projections and that he was familiar with them in

detail, that the figures were correct and the com-

putations accurate to the best of his belief and . .

.

were true and correct representations of what they

purported to be.

There is no contradictory testimony of any kind

to the effect that these figures are in any way in-

accurate or that the projections are in error.

It is therefore respectfully submitted that they

are binding upon the Honorable Director and must

be accepted as proven for purposes of the hearing.

3. The Reserve Level, the Achievement of Which
is Forecasted as of the End of the Rating Year, Is

Reasonable.

Mr. Fenichel, the qualified actuary, testified that

at the end of the rating year on June 30, 1968, he

forecasted an existing reserve of 2.57 months. Mr.

Fenichel testified that in his judgment this repre-

sented a reasonable level to be attained for re-

serves. There is no countervailing testimony of any
kind in the record.

It is respectfully submitted, therefore, that the

level of reserves which it is proposed to attain is

reasonable under all of the circumstances.

4. In Considering Whether or Not the Filing of

Proposed Subscribers’ Rates Is Within the Zone of

Reasonableness, the Director May Not Take Into

Consideration Either (A) the Overall Net or Gross

Earnings of Physicians, or (B) the Contention that

the Level of Such Fees Has Risen Generally at a

Rate in Excess of That for All Items in the Con-

sumer price Index.

During the course of the hearing the Director

over the objection of the Applicant took certain

testimony and admitted certain exhibits bearing

upon the overall net and gross earnings of physi-

cians and statistical information to the effect that

the level of physicians fees had risen faster than

the figures for all items in the Consumer’s Price

Index.

We respectfully submit that there are two diffi-

culties with) this evidence.

In the first place the figures recorded included

costs of a great many items other than physicians’

fees. For example, in the case of Director’s Exhibits

3 and 4, the item which the Director apparently

proposes to use for his purposes is captioned “Med-
ical Care Services’’ which appear from the footnote

to include such divergent items having nothing to

do with physicians’ fees as dentists’ fees, examina-

tion, prescription and dispensing of eye glasses, hos-

pital services, laboratory fees and health insurance.

The same frailities appear to apply to Exhibit 4

where the caption is the same, but which appears

to cover all of the United States and not just the

city average and in the case of Exhibit 5 which

pertains to Boston, again the item is “Medical

Care” and presumably includes all of the items

above mentioned. It is submitted that such a con-

glomeration has no probative force as to levels of

physicians’ fees standing alone.

But even if we assume validity of these or of

other figures in the exhibits for the purposes of

argument, we are then confronted with whether the

basic considerations behind the exhibits and evi-

dence adduced by the Director is in any way ma-

terial or pertinent to the issue. We submit that it

is not.

Let us, arguendo, draw an analogy between the

physicians in the case at bar and a consulting en-

gineer who in 1960 had four clients. He chose to

establish an hourly basis for his compensation

which included in his rate all factors of overhead

as well as compensation.

The first client was the Able Corporation, a na-

tional account fully able to pay the going rate for

a consulting engineer.

The second account was the Baker Corporation,

a small local company, recently started in business,

with growing pains, including insufficient working

capital, but in the opinion of the engineer with a

brilliant future because of its young and aggressive

management.
(Continued on Page 629)



Night Leg Cramps . . . Unwelcome Bedfellow

In Diabetes! Arthritis! and Peripheral Vascular Disorders
2

now... specific therapy for night leg cramps

QUINAMM
Consistently effective, QUINAMM provided com-

plete relief in 94% of 200 patients studied, many of

whom were severe cases refractory to other medica-

tion.3 Your prescription for one tablet at bedtime

often controls painful night cramps with the initial

dose . . . helps restore restful sleep.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON MERRELL INC

PHILADELPHIA. PENNSYLVANIA 19144

Prescribing Information: Composition: Each white, bev-
eled, compressed tablet contains: Quinine Sulfate 260 mg.
and Aminophylline 195 mg. Contraindication: QUINAMM
is contraindicated in pregnancy because of its quinine con-

tent. Precautions: Aminophylline may produce intestinal

cramps in some instances, and quinine may produce symp-
toms of cinchonism, such as tinnitus, dizziness, and gastro-

intestinal disturbance. Discontinue use if ringing in the ears,

deafness, skin rash, or visual disturbances occur. Dosage:
One tablet upon retiring. Where necessary, dosage may be
increased to one tablet following the evening meal and one
tablet upon retiring. Supplied: Bottles of 100 and 500 tablets.

References: 1. Shuman, C.: Am. J. Med. Sci ., 225:54, 1953.

2. Perchuk, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W.,
et al.: Med. Times, 87:81§, 1959. 6/67 Q-706A



even in

ulcerative

characterized by:

-diarrhea, cramps, tenesmus

bloody, mucoid, purulent stools



LOMOTIL"
Each tablet and each 5 cc. of liquid contains:

diphenoxylate hydrochloride ... .2.5 mg.
(Warning: May be habit forming)

atropine sulfate 0.025 mg.

controls
diarrhea

In six published studies16 detailed results

are given on the use of Lomotil in 111

patients with chronic ulcerative colitis.

They show that Lomotil gave satisfactory

to “excellent” control of diarrhea in more
than two-thirds of these patients. As the

disorder advances and destroys bowel

musculature, the motility-lowering ac-

tion of Lomotil, understandably, has less

effect.

The successful use of Lomotil in a

disorder as exceedingly difficult to treat

as moderate ulcerative colitis empha-
sizes again its unsurpassed antidiarrheal

effectiveness in these more common
conditions

:

• Gastroenteritis • Acute infections

• Spastic colon • Drug induced diarrhea

• Functional hypermotility

For correct therapeutic effect
Rx correct therapeutic dosage

Dosage: The recommended initial daily dos-
ages, given in divided doses until diarrhea is

controlled, are

:

Children: Total Daily Dosage

3-6 mo. . . Vi tsp.'t.i.d. (3 mg.) 1 1 |

6-12 mo. . V2 tsp. q.i.d. (4 mg.)
jj | £ |

1-

2 yr. ... Vi tsp. 5 times daily (5 mg.) £ | | | j|

2-

5 yr. . . .1 tsp. t.i.d. (6 mg.) | \ f

5-8 yr. . . . 1 tsp. q.i.d. (8 mg.) 1 1 | 1

8-12 yr. .. 1 tsp. 5 times daily (10 mg.) | | i 1 1

Adults: 2 tsp. 5 times daily (20 mg.) || ||
or 2 tablets q.i.d. eo go e© go

‘Based on 4 cc. per teaspoonful.

Maintenance dosage may be as low as one-fourth the initial daily dosage.

Precautions: Lomotil is a federally exempt
narcotic preparation of very low addictive po-
tential. Recommended dosages should not be

exceeded, and medication should be kept out
of reach of children. Should accidental over-

dosage occur signs may include severe respira-

tory depres«ion, flushing, lethargy or coma,
hypotonic reflexes, nystagmus, pinpoint pupils

and tachycardia. Lomotil should be used with
caution in patients with impaired liver function
or those taking addicting drugs or barbiturates.

Side Effects: Side effects are relatively uncom-
mon but among those reported are gastrointes-

tinal irritation, sedation, dizziness, cutaneous
manifestations, restlessness, insomnia, numb-
ness of the extremities, headache, blurring of

vision, swelling of the gums, euphoria, depres 1

sion and general malaise.

1. Barowsky, H., and Schwartz, S. A.
:
J.A.M.A 180.1058-

1061 (June 23) 1962. 2. Cayer, D., and Sohmer, M. F.:

N. Carolina Med. J. 22:600-604 (Dec.) 1961. 3. Hock,
C. W.: J. Med. Ass. Georgia 50:485-488 (Oct.) 1961. 4.

Van Derstappen, G., and Vandenbroucke, G.: Med. Klin.

56:962-964 (June 2) 1961. 5. Merlo, M., and Brown,
C. H.: Amer. J. Gastroent. 34:625-630 (Dec.) 1960. 6.

Weingarten, B.; Weiss, J., and Simon, M.: Amer. J.

Gastroent. 35:628-633 (June) 1961.
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Ilosone® provides more antibacterial activity

than any other oral erythromycin

Acid stable, better absorbed . . . Ilosone

produces faster, higher, more prolonged

blood levels, even in the presence of food 13

Because it is the most active form of oral

erythromycin, Ilosone can help assure

consistently greater antibacterial activity

at the site of infection. Ilosone produces

peak antibacterial blood levels two to four

times those of other erythromycin

preparations .
1 ’ 2 Not only are these levels

attained earlier, but they are maintained

for much longer periods. Even the

presence of food does not seem to affect

the activity of Ilosone .

1 ’ 3

In the treatment of patients with bacterial

infections susceptible to erythromycin,

Ilosone has compiled an excellent

therapeutic record. Since it exerts its

greatest activity against gram-positive

organisms, it is particularly useful in

common respiratory and soft-tissue

bacterial infections. Ilosone kills—not

merely inhibits—streptococci,

pneumococci, and more strains of

staphylococci than any other macrolide

antibiotic. This bactericidal action,

coupled with the high antibacterial levels

attained, makes Ilosone especially valuable

in patients with low host resistance, such

as infants, debilitated individuals, and
diabetics.

Ilosone has shown no cross-resistance with
penicillin and may be effective against

organisms that have become resistant to

that agent. Despite its high antibacterial

activity, Ilosone has demonstrated a low
incidence of side reactions. Blood

dyscrasias, ototoxicity, and tooth staining

have not been observed. Infrequent

cases of drug idiosyncrasy, manifested by
a cholestatic jaundice, have occurred,

but there have been no known definite

residual effects.

Now available:
New! Ready-mixed Ilosone Liquid 125!
(Contains erythromycin estolate equiva-

lent to 125 mg. erythromycin base per
5-cc. teaspoonful.)

1 700970

Ilosone* S
Erythromycin Estolate

(See next page for prescribing information.)



Ilosone*/ the most active oral form of erythromycin
Description: Ilosone is the most active form of oral erythromy-
cin that has been developed. Because it is stable in acid, well

absorbed, and excreted in lesser amounts in the bile, it provides
faster, higher, and longer-lasting levels of antibacterial activity

(ABA) in the serum, even when taken with food, than do com-
parable doses of erythromycin.
Indications: Ilosone is indicated in infections caused by micro-
organisms sensitive to its action (especially staphylococci, hemo-
lytic streptococci, and pneumococci) . The drug is therefore useful
in a high proportion of bacterial diseases encountered in clinical

practice and particularly in the treatment of bacterial infections
of the upper and lower respiratory tract and soft tissues.

In the treatment of acute bacterial pharyngitis and tonsillitis,

this antibiotic has promptly eradicated the bacteria (streptococci)

and has produced a parallel prompt clinical improvement. There
have been no group A beta-hemolytic streptococci resistant to

this preparation. In beta-hemolytic streptococcus infections,

treatment should be maintained for ten days to prevent the de-

velopment of rheumatic fever or glomerulonephritis.
Erythromycin estolate has proved to be very effective in pneu-

mococcus pneumonia and in acute bronchitis with pneumococci
on culture. Bronchopneumonia and otitis media in children have
responded well to its use.

The antibiotic has been used very successfully in staphylococ-

cus infections. Good therapeutic results have been obtained in

soft-tissue infections, abscesses, cellulitis, carbuncles, wound in-

fections, and furunculosis.

In serious staphylococcus infections, erythromycin prepara-
tions should be used only in combination therapy with other
antimicrobial agents. As is the case with any treatment regimen
used in these severe conditions, surgical procedures should be
performed when indicated, and large dosages of the antimicro-
bial agents should be employed. In this fashion, Ilosone has been
effective in staphylococcus pneumonia, osteomyelitis, septicemia,
empyema, and meningitis.

Multiple 500-mg. doses of the drug have also been useful in

gonorrhea and syphilis. Since penicillin is the drug of choice for

the treatment of syphilis and gonorrhea, erythromycin estolate

should be employed for these infections only in patients with a
history of penicillin allergy. Also, other infections due to suscep-
tible bacteria in patients known to be hypersensitive to penicillin

or other antibiotics may be considered for treatment with Ilosone.

Contraindications: Ilosone is contraindicated in patients with a
known history of sensitivity to this drug and in those with pre-

existing liver disease or dysfunction.

Adverse Reactions: Data obtained from seven years’ use of pro-
pionyl erythromycin ester and erythromycin estolate (Ilosone)

indicate that hepatic dysfunction with or without clinical jaun-
dice may occur during or following courses of therapy with the

drug.
Changes in liver function tests in such cases have been indica-

tive of intrahepatic cholestasis. The symptoms appear to be the
result of a form of sensitization. The initial symptoms have de-

veloped in some cases after a few days of treatment but generally
have followed one or two weeks of continuous therapy or several
courses of the drug. Symptoms reappear promptly, usually within
forty-eight hours, if the drug is readministered to sensitive pa-
tients. Eosinophilia was noted in peripheral blood counts. The
findings readily subsided without apparent residual effects when
treatment was discontinued. Recovery was delayed in one re-

ported instance. The physician indicated in this case that either

drug-induced jaundice or viral hepatitis may have been respon-
sible for the findings.

In one clinical study involving ninety-three patients treated
with the antibiotic, three cases of jaundice were observed and an
additional eleven cases developed some changes in liver function
tests. Three of the patients had abnormal liver function tests a
second time on readministration of the drug.

Even though it is assumed that not all cases of jaundice have
been reported, it seems clear that the number is small compared
with the amount of drug that has been used. Reported cases have
included persons in whom there had been administered other
drugs known to be associated at times with hepatic side-effects
and cases in which the presence of viral hepatitis or other dis-

ease may have been responsible for the findings. In some of the
cases, associated gastro-intestinal symptoms simulated the colic

of biliary tract disease. In other instances, clinical symptoms
and results of liver function tests resembled findings in extra-
hepatic obstructive jaundice. It appears that the occurrence of
jaundice after administration of Ilosone is infrequent, but
further investigations are being made to estimate its incidence
more accurately.

In those cases mentioned above in which jaundice appt
be definitely related to use of the drug, laboratory findin

characterized by increased direct-reacting bilirubin, (

alkaline phosphatase levels, negative or weakly positive <

flocculation and thymol turbidity tests, elevated serum g
oxalacetic transaminase levels, peripheral eosinophilia, s

mal cholecystograms.
Individual idiosyncrasy seems evident since jaundice

been reported in other patients taking prolonged course
medication. Patients with chronic infection have been gi

to 2 Gm. of the drug daily for periods of two to six mon
patients with rheumatic fever have taken prophylactic i

0.5 Gm. daily for two years without difficulty. In one g
144 patients who received the drug daily for two years, l

dice was noted. It was of interest that members of six

patients’ families, who were not taking the drug, had i

of jaundice during the study period.

Transaminase and serum alkaline phosphatase leve

determined in a group of fifty-four adults and children v

250 mg. of Ilosone daily for an average of sixteen me
rheumatic fever prophylaxis. The results were compar
those of a similar group of forty-four patients who recei'

icillin. There were no cases of jaundice in either group. E
of SGPT and serum alkaline phosphatase levels during th

of treatment was observed in one patient treated with
and in two patients treated with penicillin. Seven other
in the group receiving Ilosone and four others in the p
group showed elevations in one of the tests at some timi

administration of the drugs.
Very satisfactory therapeutic results, without toxicii

reported in 102 pediatric patients who received short-tei

day) courses of Ilosone in the treatment of streptococci

tions. Results of liver function tests in these patien
comparable to those in a similar control group who had :

penicillin.

Gastro-intestinal disturbances not associated with he]

fects are observed in a small proportion of individuals as

of a local stimulating effect of the medication on the alii

tract; however, the normal intestinal gram-negative t

flora is not appreciably altered by erythromycin drugs.
Although allergic manifestations are uncommon with

of erythromycin, there have been occasional reports of u
skin eruptions, and, on rare occasions, anaphylaxis.
Administration and Dosage: Ilosone is administered ora

Ilosone Pulvules®, Ilosone Liquid 125, Ilosone, 125, i

Suspension, Ilosone Drops, Ilosone Chewable Tablets.

For infants and for children under twenty-five pounds
weight, the usual dosage is 5 mg. per pound every six he

children twenty-five to fifty pounds, 125 mg. every si

(Tablets Ilosone Chewable should be chewed or crusi

swallowed with water.)
For adults and for children over fifty pounds, the usua

of Ilosone is 250 mg. every six hours.
For severe infections, these dosages may be doubled.
When larger doses are indicated, parenteral eryth

therapy should be considered.
In the treatment of syphilis, the recommended total c

20 to 30 Gm. given in divided doses for a period of ten t

days. Close follow-up of the patient is necessary since

mycin drugs have not had adequate evaluation in all s

syphilis. Examinations of spinal fluid are recommended
of the follow-up therapy.

For gonorrhea, 500 mg. four times a day for four <

recommended. In the treatment of gonorrhea, patient:

suspected lesion of syphilis should have a dark-field exai

before receiving antibiotics, and monthly serologic test

be made for a period of three months.
How Supplied: Pulvules Ilosone, Capsules, N.F., 125 and
(equivalent to base)

,
in bottles of 24 and 100.

Ilosone Liquid 125, Oral Suspension, U.S.P., 125 mg. (eq

to base) per 5-cc. teaspoonful, in 60-cc. and pint-size p
Ilosone, 125, for Oral Suspension, N.F., 125 mg. (eq

to base) per 5-cc. teaspoonful, in 60 and 150-cc.-size p
Ilosone Drops, 5 mg. (equivalent to base) per drop, in 1(

packages, with dropper calibrated at 25 and 50 mg.
Tablets Ilosone Chewable, N.F., 125 mg. (equivalent 1

in bottles of 50.
References

:

1. Griffith, R. S., and Black, H. R.: Am. J. M. Sc., 24 1

2. Griffith, R. S., and Black, H. R. : Antibiotics & Chemother., 12

3. Hirsch. H. A., Pryles, C. V., and Finland, M.: Am. J. M. Sc.,

259:198,1960.

Additional information available to physicians upon request.

Eli Lilly and Company ,
Indianapolis, Indiana J*62Q6 . 1.
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PHYSICIANS SERVICE RATE FILINGS
(Continued from Page 628)

The third client was Charlie Corporation, a cha-

ritable hospital in a small community run by one

of the church groups and operated pretty much on

a hand-to-mouth basis. The engineer’s father had

for many years been on the Board of Directors and

given extensively to its support.

The last client was Dog Corporation. In this case

the engineer felt that Dog rendered a very consid-

erable service to the community as a whole and

generally was responsible for raising standards of

living in the community and the promotion of the

general welfare, and accordingly he was willing to

make a modest contribution towards this.

The hourly rates charged by the engineer were

as follows:

Able Corporation $20.00 per hour

Baker Corporation 10.00 per hour

Charlie Corporation 4.00 per hour

Dog Corporation 18.00 per hour

Now let us assume a change in circumstances. In

1965 a general rise in the price level has occurred

of 5 per cent, but in part by reason of the achieve-

ment of engineers in general, the hourly rates for

their compensation has gone up 10 per cent, or

higher than the price level in general. The engi-

neering profession is not in bad odor bv reason of

public misconceptions, and its public relations are

good.

When this fact of the rise in the price level and

the consequent decrease in the value of the dollar

becomes apparent to the engineer, he takes the

following steps.

In the case of Able Corporation, he raised his

rates 10 per cent and this is approximately the

rise in the generally hourly rates of engineers,

which has been experienced on the average through-

out the country. The Able Corporation, feeling that

this engineer was skilled and that his charges were

no worse or no better than any other available

engineers of comparable skills, accepted the rise

in his charges and paid them without question.

In the case of Baker Corporation the engineer’s

forecast for its success was realized. Its business

was now thriving. Its management had achieved

sophistication and know-how and was now on the

same level of competence, skill and experience as

that of the Able Corporation. The engineer’s hourly

employment by this company has quadrupled. He
now charged the hourly rates that he charged the

Able Corporation and everybody is reasonable

happy.

With respect to Charlie Corporation, the church

group, having struggled for years with this particu-

lar hospital, sold out to a proprietary private hos-

pital operated by five prominent businessmen and
at a substantial profit. The engineer now sent a

bill to Charlie Corporation at the same rates that

he was currently charging for Able and Baker

Corportions.

In view of inflationary aspects of the economy,

the engineer then raised his hourly charges to the

Dog Corporation exactly as much as the average of

the price level had risen since 1960, namely, 5 per

cent. The management of Dog is confronted with

the problem whether his bill rendered on this basis

is reasonable or whether Dog should look elsewhere

for professional services.

The managers of Dog argue as follows: “This

engineer is making more money than he ever did

in his life. I know he is working four times as much

for the Baker Corporation as he ever did before and

he must be making at least $10,000 a year addi-

tional from this. In the case of Charlie Corporation,

I think he is perfectly right. There is no reason

why he should continue to render his services to

these businessmen at the old charitable rates. He
should be charging them no more or less than the

going rate. There are no longer charitable consider-

ations involved in working for the Charlie Corpora-

tion. But he is, in fact, making three times as much
money from Charlie Corporation as he ever did be-

fore.

“I feel that since this engineer is making more

money he ought to increase his own margin of con-

tribution to the Dog Corporation, notwithstanding

the fact that his costs of rendering service to this

corporation have gone up, that the value of his

work has increased in terms of dollars because of

inflation and that because of the rise in the price

level the people served by the Dog Corporation

are able to pay more for his services.”

The assistant manager of Dog Corporation

chimed into the argument, saying: “I agree with

my manager, but for a different reason. I know this

engineer is really working a great deal harder than

he ever did before. He is doing four times as much

work for the Baker Corporation, the volume of

work for Able is greater and he is working longer

hours for the Charlie Corporation because they

have had to redesign all of their ward facilities to

private rooms and he now gets the full rate from

them. I do not think a man’s rate of compensation

ought to be reduced simply because he is making

more money by working harder. I am engaged in

the manufacturing business and many of my em-

ployees have two jobs, but if I tried to cut their

hourly wages for this reason I could not stay in

business very long. Furthermore, I think it is the

American way to compensate liberally willingness

to work harder, so I do not believe that my mana-

ger’s argument is altogether valid.

“However, I know for a fact that the hourly rates

for engineers in general have gone up much higher

(Continued on next page)
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than the general price level, and I do not think

this is right; so therefore, it is only fair that Dog
Corporation should get back some of this increment

between the average rise in the price level and the

rise in this engineer’s hourly rates in the form of a

free contribution by this engineer of a portion of

the value of his services by forcing him to continue

to work for us at the same rate he has worked be-

fore although in the case of all others for whom
he works his rates have been increased.”

Do we need much more than a statement of the

experience of the engineer at the hands of the

management of Dog Corporation to realize the

utter and complete unsoundness of their conten-

tions?

There is no principal of law or economics in-

herent in our system which says that because an

individual renders services to three entities which

bring him a large amount of gross earnings, he

must therefore share his good fortune and the

fruits of his efforts by favoring the fourth by work-

ing for it at reduced rates. The fourth corporation

has no right to demand his services at less than the

going rate under these circumstances. We respect-

fully submit that the Director by reason of the

powers conferred on him by statute, has no right

to force such a result in connection with approval

of subscribers' rates.

We may pursue the analogy further by a com-
parison between the Able Corporation and the en-

gineer on the one hand and the physician and his

private or nonservice benefit patients on the other.

We can compare the physician rendering service

under Medicare with the engineer and Charlie Cor-

poration; and finally we can compare the physician

rendering service benefits under Plan B with the

engineer and his relations with Dog Corporation.

Apparently the Director feels that some kind of

power has been conferred upon him by superven-

ing authority to regulate in some unexplained man-
ner the overall gross or net compensation to physi-

cians in general for their services. We respectfully

submit that this conception is completely unsound.

The only matter before the Director is the reason-

ableness of the filed subscribers’ rates and the only

manner in which compensation to physicians is in-

volved is indirectly within the question of whether

the prices for individual services rendered to sub-

scribers under Plan B are reasonable. What the

physician earns for his services to private patients

not covered by Physicians Service or covered but

not entitled to service benefits, or under Medicare
or from the Federal Employee’s Plan or from any
other sources has no pertinence to the matter at

hand. And no power has been conferred upon the

Director to deal with these areas either by express

provisions of the statute or by reasonable implica-

tion. And the Director, we rsepectfully submit, has

no right or lawful power to attempt to invade these

areas by indirection. The fact that the Director

may, on some basis dehors the evidence, entertain

the belief that the earnings of physicians may be

excessive has no materiality here. Such earnings

are beyond the realm of the statutory process in-

volved in this proceeding.

There is not much point in attempting to argue

one way or the other as to whether the state, within

recognized constitutional limitations, has any power

to impose rate fixing on the medical profession, be-

cause the plain fact of the matter is that there

is no statute in the State of Rhode Island which

purports to do this, and any attempt on the part

of the Director to perform such a function, absent

an express power in a statute would, if attempted,

represent the baldest sort of administrative usurp-

ation.

The doctor is not a public utility, and he can-

not be treated as such. Simply because a portion of

the total services which he renders are rendered

through the instrumentality of a corporation whose

subscription rates are subject to review as to reason-

ableness, does not confer a power on the Director

to control by direct means and, a fortiori, by indi-

rect means, the gross or net earnings of physicians.

Doctors in general may have made substantial

gains in overall earnings or they may not. Their

rates may have gone up faster than those of other

segments in the economy, or they may not. But

the fact remains that the Plan B fee rates have

not gone up since the inception of PSI on July 1,

1965, as much as either the Consumer’s Price Index

for all items or the same figure for the Boston

Index or, a fortiori, as much as the figure for “Med-

ical Care” upon which the Director, we respectfully

submit, erroneously proposes to rely.

If a man has two jobs in different industries, and

he gets a raise in one industry, that certainly is not

reason to prevent him from getting a raise in the

second industry. Such an argument, we submit, in

the light of common experience in this country, be

deemed without foundation.

5. The Changes Made by Physicians Service in

the Fee Schedules on or about February 15, 1966,

and February 2, 1967, Were Reasonable and the

Fees Resulting Therefrom Were Fair, Just and

Reasonable.

An examination of Applicant’s Exhibits . . .

taken with the testimony of the witness Sullivan

clearly indicate that the most careful kind of con-

sideration was given to various requests which

were made to change a limited number of proced-

ures in the fee schedules. From a combination of

the exhibits that are available for inspection by the

Director in the case of each of the procedures in-

volved, the initial request made by the doctors

(Continued on Page 635)



Editorials

“EXCESSIVE EDUCATIONAL PRESSURES”
Editor Philip H. Abelson of Science, official

publication of the American Association for the Ad-

vancement of Science, is concerned over excessive

educational pressures. In his lead editorial of May
12, 1967, he questions whether “the emotional

shock waves following the launching of Sputnik in

1957,” which resulted in marked intensification of

the programs in basic science in the secondary

schools, may have turned away capable young men
from science and all its ramifications. We note

changes in medical curricula and the intensive pro-

gram at Brown University as points to consider.

The editor of Science quotes L. Carroll King, pro-

fessor of chemistry at Northwestern University, to

the effect that secondary school students are being

asked to do “too much, too fast, too soon. We have
committed a crime against a generation.’’

Abelson is of the opinion that a survey of re-

sponsible persons in secondary education would
show almost universal agreement that the pressures

are excessive, and that the failure of many good
high school students in college is the result of ex-

cessive work in the high school years and the re-

fusal to continue such oppressive pursuits.

Historical perspective is always sobering — and
comforting. Although appropriate aphorisms always
abound to prove anyone’s point, Ben Franklin’s

"Early to bed and early to rise, makes a man
health, wealthy, and wise” is for most scholars

perhaps more appropriate than Goethe’s “Genius is

cultivated in solitude.” For in Sarton’s magnificent
essay “Acta Atque Agenda” 1 we learn “that our
ancestors worked with greater intensity than even
the best of us seem capable of doing.” Sarton illus-

trates his contention by three case studies, that of

Charles Du Cange (1610-1688), author of the best

dictionaries of Medieval Latin and Medieval Greek,
who steadily worked fourteen hours a day, and even
seven hours on his wedding day. Sarton quotes
Professor Pictet’s letter to his colleague, Bernoulli
of Basel, telling him, “Sir, your son is a mediocre
student; I have never been able to make him work
more than thirteen hours a day; unfortunately, his

example is followed; young men refuse to under-
stand that, in order to become useful scholars, their

lamp must be lighted before that of the craftsman.”

As late as the 19th century, Sir James George Fra-

zer wrote in 1876 to his tutor and apologized for

his indolence in having read only fifty-seven origi-

nal Greek and Latin works during his last term.

Avicenna, unquestionably one the greatest of

world’s physicians, scientists, and philosophers

(910-1037) has left countless references to his hard

work before the age of twenty. His habit was one of

almost continuous study, interrupted only by pray-

er and meditation which he found restored his ca-

pacity to continue learning. Before having reached

the age of twenty he had completed his Islamic ed-

ucation, was erudite in Aristotle, Euclid, and Ptole-

my, and had meticulously completed all the works

of Galen. By the age of eighteen he was already

practicing medicine. The life of Herman Boerhaave,

recently here reviewed, followed an almost identical

program of study and learning.

If we are guilty of merely citing examples in

an effort to prove a point, that too is just what

Science magazine and its editor Philip H. Abelson

has done. We in medicine are concerned with the

demands made upon the medical student and with

curricula; and we are concerned too with the “ex-

istentialist experience,” as well as with society and

the sacrifices of the individual better to serve so-

siety. This is a problem which calls for real objec-

tive concrete analysis with the all presently avail-

able sophisticated approaches of game theory, stra-

tegy, and integrated value judgments. We contend

that an ideal strategy for the individual in science

— providing optimum benefit to himself and soci-

ety — can thus be realized. We agree with the ed-

itor of Science that these studies are badly needed.

Until we have better solutions we shall return to

history and more aphorisms; to quote our own Hip-

pocrates, as rendered by Chaucer: “The life is so

short; the craft so long to learn.” The medical stu-

dent will always have to “light his lamp before the

craftsman,” but how much before will be ascer-

tained only by further study.

REFERENCE
1Sarton on the History of Science, Essays by George
Sarton, selected and edited by Dorothy Stimson.
Harvard University Press, Cambridge, Massachu-
setts, 1962. (Page 23).
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THE ERASMUS LECTURESHIP

The establishment of the Erasmus Lectureship at

Harvard University under the sponsorship of pri-

vate Dutch companies does not go unnoticed even

by a strictly professional medical journal; for

Erasmus in no small way is the key to the Renais-

sance not only of literature but science, including

medicine. He was the catalyst to all Europe in its

rediscovery of Greeks. He influenced the intellectual

life of the times as few other men have. He had

friends throughout Europe, and especially in Eng-

land, where his association with Sir Thomas More,

“Man of all Seasons,” unquestionably influenced

More’s Utopia, which marks the beginning of the

philosophy of the science of government and soci-

ology. It was More to whom Erasmus dedicated his

Encomium Moriae, The Praise of Folly.

The incalculable influence of Erasmus on the

English medical Humanists, Thomas Linacre and

John Caius, is a fact. Linacre in turn, as Physician

to Henry VIII, was in a position to have the king

enact the Physicians Licensing Acts of 1512, estab-

lish the Royal College of Physicians of London, and

endow the Regius Professorship of Medicine at Ox-

ford.

If the Dutch gave nothing to the world but Eras-

mus, we still would be greatly in their debt. In The
Praise of Folly Erasmus has so benignly and
kindly exposed the weaknesses of every man, in

every walk of life. The folly of man's vanity, wheth-

er it occurs in physician, professor or Pope, he has

shown with supreme wit and the good humor that

permits us all to take a good look at ourselves and
each other — not with animosity and hypocrisy —
but with good humor that leads us not to despair,

but to be amused at ourselves. No other book in

the history of the world has so amiably shown in

all of us those inconsistencies that make us brothers.

Only Lucian, whom Erasmus rediscovered and in a

sense copied, has ever done this before or after and
succeeded as well.

But Erasmus was more than a wit; he was the

personification of scholarship and unceasing study.

His writings stimulated the complete re-study of

Greek philosophy, science, and medicine. This re-

surgence was fortuitously timed with the advent

of printing. The translation of the Greek Hippo-

cratic Corpus and new translations of Galen led to

the re-evaluation of both these ancients: doubts

arose, questions were raised, and both were an-

swered by the beginning of experimentation and di-

rect observation.

The ideals of Humanism: the study of Man and

his dignity as an individual; the admonition not to

take ourselves too seriously but still to pursue schol-

arship unceasingly, are ideals worthy of every gen-

eration. The establishment of a Lectureship in the

name of Erasmus is a most appropriate gift on the

part of the good Dutch in return for our help to

them with the Marshall Plan. We acknowledge this,

and receive Erasmus in New England both cordi-

ally and gratefully.

BROWN UNIVERSITY HONORS A PRACTICING PHYSICIAN

In these days when the private practice of med-
icine is often subjected to unfair and injudicious

criticism, an old and distinguished institution took

time out to honor the work of a practicing physi-

cian who has spent most of his years, not in the

laboratory or in a medical school, not burdened

with administrative duties or making great discov-

eries, but with the people. His special vocation has

been the poor afflicted asthmatic children who suf-

fer from wheezing and shortness of breath and their

parents who need the support and comfort not only

of a skilled doctor but also of a compassionate and

sensitive human being. The unsung private physi-

cian is one who will go at 3 a.m. to administer to

a patient in desperate need. Such a physician is

motivated not by economics but by the desire to

respond to a simple call for help from one in need.

At its commencement in June 1967, Brown Uni-

versity recognized such a person in Doctor William

Potter Buffum by awarding to him an honorary

degree. President Ray L. Heffner’s citation summed

up Doctor Buffum’s remarkable and distinguished

career as follows:

“You have combined in a rich life achievements

as a research scientist, as healer and teacher, and

as man of affairs. You have shown persistence in

pursuit of the facts, loving patience in ministering

to the sick, and organizational genius in getting

things done. Through your efforts the hard of hear-

ing have new courage, and children afflicted with

asthma new hope. As it develops an exciting pro-

gram in medical education and on the 55th anni-

versary of your graduation, your University takes

pride in honoring you, andi hopes that a new gen-

eration of medical sons of Brown will attempt to

emulate your virtues.”

This Journal is pleased once again to take cog-

nizance of the honor bestowed upon a member of

the Rhode Island Medical Society and of the im-

plied recognition of the important role in medicine

pf the devoted individual practitioner.
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COMPLICATIONS OF ACUTE PANCREATITIS

Lukash of the United States Naval Hospital at

Bethesda has studied 100 cases of acute pancreatitis

and reported on the high incidence and pro' can

nature of the complications. Sixty-six cases were as-

sociated with alcoholism and 23 with gallbladder

disease, while the remainder were of miscellaneous

etiology. The overall mortality for the 100 attacks

reported was a respectable 5 per cent. The author

does not discuss recurrence or progression, which

are so prevalent, particularly in the alcoholic va-

riety. He attributes the favorable mortality in this

series to vigorous medical management of the shock

and to control of sepsis with antibiotics.

Thirty-eight of the cases had at least one im-

portant complication, some more than one. Among
the conditions due to local inflammation were ob-

structive jaundice, abscess, pseudocyst, intestinal

obstruction, and fistula formation. Diabetic coma
occurred 13 times. Pancreatic calcification, steator-

rhea, hypercalcemia, hypocalcemia, and hyperlipe-

mia were observed. Pleural effusion or pneumonitis

was seen in several cases. Psychosis (delusional and
hallucinatory) and delirium tremens were particu-

larly related to alcoholism. The inflammatory ef-

fects of the circulating enzymes may be remote as

well as local, producing bone and skin lesions. Co-

agulation defects and hemolysis have been reported.

While the author does not draw conclusions from

these observations, the serious nature of the dis-

order is implicit in his statistics.

REFERENCE
Wukash, W. M. . Complications of Acute Pancreatitis.

Arch. Surg. 94:848. (June) 1967

REPRESENTATION ON THE GOVERNING BOARDS OF HOSPITALS

“Each hospital should have at least one voting

physician member on its governing board, appointed

by or elected by the hospital medical staff.” The
American Medical Association in the fall of 1966

made this firm recommendation. Similar policy

statements have been adopted by the American

College of Surgeons and the American College of

Physicians. This policy was reaffirmed at the re-

cent Annual Meeting of the American Medical As-

sociation in Atlantic City.

Further, the House of Delegates of the AMA re-

quested the Joint Commission on Accreditation of

Hospitals through the medium of its publications

and its surveys to encourage the acceptance of a

physician trustee “with full voting rights as the

most effective form of liaison between the medical

staff and hospital governing authorities.” It also

requested the Board of Trustees of the AMA to

instruct the AMA Commissioners to the JCAH “to

seek the full cooperation of the JCAH in imple-

menting this principle.”

Opposition based on the argument that this would

create a conflict of interest, that physicians have

a limited knowledge of hospital operations, and that

a physician member would act primarily to satisfy

the needs of the medical staff which in the long run

would be counter to the interests of the hospital is

not valid. In fact his interest in and personal knowl-

edge of patient care, which is the 'rue role of the

hospital, would more likely have a beneficial effect

on trustee thinking.

This very wise policy should now be taken up

by the various hospital staff associations in Rhode
Island and through the force of simple logic urged

by them upon the trustees of their hospitals.

The time is long past when there can be a strict

separation between the concerns of the governing

boards of hospitals and their medical staffs. In-

creasingly their joint orientation is toward the pro-

vision of excellent medical care. As the laity, or-

ganized labor, and government have sought a voice

in these matters, it is but logical that the profession

have a more tangible presence in the high policy

bodies which are charged with the role of providing

the best possible medical care in hospitals.

The profession approaches the implementation of

the AMA resolutions in a spirit of good will. It

should be emphasized that no known antagonisms

between governing boards and hospital staffs have

moved these decisions. Implementation of the reso-

lution is urged because it is timely and logical.

WORLD MEDICAL ASSOCIATION

The World Medical Association is now open to

all members of the American Medical Association

on an individual membership basis. Membership
includes a subscription to the World Medical Jour-

nal and privilege of attendance at the World Med-
ical Assembly each year.

The World Medical Association is a society of

the professional medical associations of the free na-

tions and is comprised of 60 national medical asso-

ciations, including the AMA. At the 20th World
Medical Assembly held in Manila last winter in-

(Continued on next page)
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dividual associate membership within the WMA
was created, permitting members of constituent so-

cieties for the first time to join as individual mem-
bers.

Dues of $10 per year include membership, a sub-

scription to the Journal, and privilege of attending

the annual Assembly. The Assembly this year will

be held in Madrid, Spain, September 10-17, 1967.

The 1968 Assembly will be held in Australia.

WMA is committed to the philosophy that med-

ical and scientific knowledge should be universally

available and free of political control. The individ-

ual doctor, through WMA, now has a voice in

health and professional matters under consideration

by such government organizations as the World

Health Organization (WHO), United Nations Edu-

cational, Scientific, and Cultural Organization

(UNESCO), International Labor Organization

(ILO), International Social Security Association

(ISSA), and other official and non-official bodies.

Membership in this organization, now available

to all American physicians at a nominal cost, will

provide individuals with a sense of participation in

these important world-wide medical and social en-

deavors. Physicians who like to travel will also find

attractive this added opportunity to mingle profes-

sional interests with the pleasures of seeing new
places.

Inquiries may be directed to The World Med-
ical Association, Inc., 10 Columbus Circle, New
York, New York 10019.
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A Building Block approach
to treating hypertension

With these three therapeutic building blocks

you can create a once-a-day regimen to fit almost any degree

of hypertension. See the following pages for details . .

.



Consider starting your hypertensives

on this basic thiazide

A single daily dose of Enduron provides

sodium excretion around the clock

Enduron is a true 24-hour single-dose thiazide.

Its sodium excretion is not squeezed into an

abrupt peak during the first several hours. It

is well-sustained in a plateau-like effect—with

little reduction for the first 12 hours, and de-

cline thereafter only gradual.

Potassium loss, by contrast, is low. It reaches

an early minor peak, then subsides rapidly.

Moreover, since dosage is but once a day,

there is but one daily peak of potassium loss.

As with all thiazides, however, dietary potas-

sium supplementation should also be con-

sidered, especially in long or intensive therapy.

Use Enduron as an ideal starting therapy in

mild hypertension. Use it too, as a basic thera-

peutic building block with which other agents

can be joined, for managing your more re-

sistant hypertensives.

Once a day, every day

ENDURON
METHYCLOTHIAZIDE

DAILY
DOSAGE

Minimum Usual Intermediate Maximum

1 )
.

1
„/ u uy liURANGE

2.5 mg. tablet 5 mg. tablet 7.5 mg. 10 mg.

See Brief Summary on final page of advertisement.



To build added response,

shift to Enduronyl

The deserpidine component adds

enhanced antihypertensive activity

The rauwolfia component of Enduronyl is de-

serpidine (Harmonyl®), a purified crystalline

alkaloid supplied only by Abbott. It augments

Enduron with its own antihypertensive and

tranquilizing action.

Thus the combined clinical effect of these two

therapeutic building blocks in Enduronyl is

greater than can ordinarily be achieved with

either alone.

To add flexibility, Enduronyl comes in two

. strengths: regular and Forte. Both provide 5

mg. of Enduron. The variation is where most

helpful: in the deserpidine. The tablets are

scored, and give a surprisingly wide and

economical choice of once-a-day doses (see

below).

Choose Enduronyl for your patients in the

broad range of mild to moderate hypertension.

Patient acceptance is excellent!

Once a day, every day

enduronyl:
METHYCLOTHIAZIDE 5 MG. WITH DESERPIDINE 0.25 MG.

ENDURONYL FORTE
VIETHYCLOTHIAZIDE 5 MG. WITH DESERPIDINE 0.5 MG.

Minimum Usual Intermediate Maximum
DAILY

DOSAGE
RANGE

J 11 Q J J JJ
2.5 mg. methyclothiazide
0.125 mg. deserpidine

5 mg. methyclothiazide
0.25 mg. deserpidine

7.5 mg. methyclothiazide
0.375 mg. deserpidine

10 mg. methyclothiazide
0.5 mg. deserpidine

DAILY

DOSAGE J iJJ JJ J JJ JJ
RANGE 2.5 mg. methyclothiazide

0.25 mg. deserpidine
5 mg. methyclothiazide
0.5 mg. deserpidine

7.5 mg. methyclothiazide
0.75 mg. deserpidine

10 mg. methyclothiazide
1 mg. deserpidine

See Brief Summary on final page of advertisement. 707075-

R



Eutonyl affords a different kind of

basic therapy for moderate to severe cases

Effect tied to reduced peripheral vascular

resistance; no central depressant action

Eutonyl is a unique nonhydrazine agent. It is

reported to act by reducing peripheral vascu-

lar resistance. 1 -2

In clinical trials, significant reductions in mean

blood pressure were seen in 84% of patients

studied— all were moderate to severe cases.

Eutonyl lowers diastolic in proportion to sys-

tolic, and in about half of the cases studied,

reductions in the sitting and recumbent posi-

tions were nearly as great as in the standing

position.

Most important: There is no central depressant

action. In fact, some patients reported an in-

creased sense of well being.

Here, then, is a highly effective basic treatment

for moderate to severe cases—and one that will

not hamper your patient with lethargy or drow-

siness while on treatment.

Once a day, every day

EUTONYL!
PARGYLINE HYDROCHLORIDE

Minimum Usual starting Intermediate Maximum
DAILY
DOSAGE C j 1

RANGE ^ !/f % J ^f J J S J
10 mg. tablet 25 mg. tablet 50 mg. tablet

or as needed
200 mg.

1. Brest, A. N., et at., Cardiac and Renal Hemodynamic Response to Pargyline, Ann. N. Y. Acad. Sci., 107-1016, 1963.

2. Winsor, T., Pargyline Hydrochloride, Hypertension, Urinary Tryptamine, and Vascular Reflexes, Geriatrics, 19:598, Aug., 1964.

See Brief Summary on final page of advertisement.



Eutron adds thiazide for enhanced
therapy with milder side effects

Only a 7/4 mm. span between standing and recumbent pressures

in clinical trials—reduced chance of orthostatic hypotension

The combining of Eutonyl and Enduron in Eu-

tron permits a significantly greater antihyper-

tensive effect than with either agent used

alone. This in turn may allow therapeutic suc-

cess with lesser dosage—and correspondingly

milder side effects.

A significant finding in clinical trials was the

drug’s action in lowering blood pressure to

nearly equal levels in all body positions. Total

average spread between standing and recum-

bent readings (after treatment) was only 7/4

mm. Hg.

Thus, in your moderate to severe cases, Eutron

affords a usually smooth course of therapy,

often with reduced likelihood of orthostatic ef-

fects. (The usual precautions against rising

suddenly, of course, will always apply.) And,

because of the thiazide component, Eutron

may be used in the presence of congestive

heart failure.

Once a day, every day

EUTRON"
PARGYLINE HYDROCHLORIDE 25 MG.

WITH METHYCLOTHIAZIDE 5 MG.

Minimum

DAILY
DOSAGE
RANGE

12.5 mg. pargyline
hydrochloride and 2.5 mg.

methyclothiazide

Usual starting

25 mg. pargyline
hydrochloride and 5 mg.

methyclothiazide

Intermediate

37.5 mg. pargyline
hydrochloride and 7.5 mg.

methyclothiazide

Maximum

50 mg. pargyline
hydrochloride and 10 mg.

methyclothiazide

^See Brief Summary on final page of advertisement. TM—T rademark 707075-

R



ENDURON ENDURONYL
MEIHVCtOTHIAZIDE Each tablet contains

Methyclothiazide 5 mg. with

Deserpidine 0.25 mg. or 0.5 mg.

Indications: Enduron is used to control edema and mild

to moderate hypertension; also used with other drugs for

hypertension. Enduronyl is used in mild to moderately
severe hypertension; when used with Enduronyl, more
potent agents can be given at reduced dosage to mini-

mize undesirable side effects.

Contraindications: Neither Enduron nor Enduronyl should

be used in severe renal disease (except nephrosis) or

shutdown; in severe hepatic disease or impending hepatic

coma; in patients sensitive to thiazides. Hepatic coma
has been reported as a result of hypokalemia in patients

receiving thiazides.

Enduronyl is contraindicated in patients with severe

mental depression and suicidal tendencies, active peptic

ulcer, or ulcerative colitis.

Warnings: Consider possible sensitivity reactions in pa-

tients with a history of allergy or asthma. If added potas-

sium intake is indicated, dietary supplementation is rec-

ommended. Enteric-coated potassium tablets should be

reserved for cautious use only when adequate dietary

supplementation is not practical because those tablets

may induce serious or fatal small bowel lesions consisting

of stenosis with or without ulceration. These small bowel
lesions have caused obstruction, hemorrhage and per-

foration frequently requiring surgery. Medication should

be discontinued immediately if abdominal pain, disten-

sion, nausea, vomiting or Gl bleeding occurs.

Precautions: Use thiazides with caution in severe renal

dysfunction, impaired hepatic function, or progressive

liver disease. In surgical patients, thiazides may reduce

the response to vasopressors and increase the response

to tubocurarine. Use thiazides with caution in pregnancy
(bone marrow depression, thrombocytopenia, or altered

carbohydrate metabolism have been reported in certain

newborn infants). Also reported have been: blood dys-

crasias including thrombocytopenia with purpura, agran-

ulocytosis and aplastic anemia; elevations of BUN,
serum uric acid, or blood sugar. Symptomatic gout may
be induced. Antihypertensive response may be enhanced
following sympathectomy.

Use Enduronyl with caution in patients with a history

of peptic ulcer, as rauwolfias may increase gastric secre-

tion. Discontinue at the first sign of mental depression.

Rauwolfia alkaloids may increase hypotensive effects of

surgery or anesthesia, and should be discontinued two
weeks prior. They also lower the convulsive threshold

and shorten seizure latency. In epilepsy, dosage adjust-

ment of anticonvulsant medication may be necessary.

Alcohol, barbiturates, or narcotics may potentiate action

of deserpidine.

Adverse Reactions: During intensive or prolonged ther-

apy, guard against hypochloremic alkalosis and hypo-
kalemia (especially the latter if patient is on digitalis).

All patients should be observed for signs of hyponatremia
(“low-salt” syndrome). Reported thiazide reactions in-

clude: anorexia, nausea, vomiting, diarrhea, headache,
skin rash, dizziness, paresthesia, weakness, photosensi-

tivity, jaundice, and pancreatitis.

Reported rauwolfia reactions include: nasal stuffiness,

nausea, weight gain, diarrhea, aggravation of peptic ul-

cer, epistaxis, skin eruption, and reduction of libido and
potency. Excessive drowsiness, fatigue, weakness, and
nightmares may signal early signs of mental depression.

EUTONYL EUTRON™
PARGYLINE HYDROCHIORIOE Each tablet contains

Pargyline Hydrochloride 25 mg.
with Methyclothiazide 5 mg.

Indications: For treatment of patients with moderate to

severe hypertension, especially those with severe dias-

tolic hypertension. Not recommended for patients with

mild or labile hypertension amenable to therapy with

sedatives and/or thiazide diuretics alone. It is desirable

to establish the dosage of Eutron by administering com-
ponent drugs separately.

Contraindications: Pheochromocytoma, advanced renal
disease, increasing renal dysfunction, paranoid schizo-
phrenia and hyperthyroidism. Hepatic coma has been
reported as consequence of hypokalemia with thiazide
therapy. Until further experience is gained not recom-
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concerned, information requested and received from

the National Association of Blue Shield Plans con-

cerning each request and evidence of most careful

consideration both by Mr. Sullivan and by the Pro-

fessional Advisory Committee, it is respectfully sub-

mitted that no disinterested and fair minded per-

son could examine all this evidence without coming

to the conclusion that in every case the changes

that were made were justified.

The Director at the hearing apparently took the

position that some kind of an agreement was made

that the Professional Services Index was to be sa-

crosanct and that no changes were to be made in it.

Changes are required from time to time made neces-

sary by local conditions and by changes and devel-

opments in surgery. New procedures are developed,

old ones are simplified or made more complex and

it is impossible to keep such a fee schedule static

for an indefinite period of time. This was made

perfectly clear by the testimony of Mr. Knebel in

the 1964 hearing and also in 1965. The relation-

ship between fees in the Professional Services Index

found to be reasonable by the Director of Business

Regulation following the 1965 hearing is essentially

derived from fee schedules of all of the Blue Shield

Plans in the country and hence it is analogous to a

market concept. It is something which is derived

from experience and actual operating conditions

all over the country, and as changes occur in fee

schedules of various plans it is contemplated that

the Index will also change. It is respectfully sub-

mitted that there was no such agreement.

There was a hearing bitterly contested in 1964,

as a result of which the Director refused to accept

a decision of policy basic to the fee schedules be-

hind the filing of that year that in all cases where

application of the Professional Services Index would

result in a decrease in fees, the old fees were to be

kept in effect. The next year in the light of the Di-

rector’s refusal, it was proposed to put the Profes-

sional Services Index into effect in an unmodified

form. As a matter of fact, no changes in it were

intended at the time. There is no evidence what-

ever of a concerted attempt to return to the 1964

filing by some kind of a process of attrition. Some
of the fees changed . . . were the same as those

which would have remained static in the 1964 filing

under the policy proposed by Physicians Service at

that time and others were not. There was no re-

lationship shown in the evidence between the fees

which were maintained at the same level in connec-

tion with the 1964 filing. ... It is a coincidence

that some of the rates changed . . . are the same
as those which would have been maintained at the

same level in the 1964 filing.

It is respectfully submitted that the evidence

shows clearly that the changes made in 1966 and

1967 . . . were fair and reasonable and should

have been, as they were, incorporated in the fee

schedules in the light of the considerations then

before the Professional Advisory Committee. There

is no evidence to the contarary.

It is submitted that these changes were reason-

able and that their incorporation in the fee sched-

ules underlying the present filing is reasonable.

6. The Proposed Increase of 4 per cent in the

Conversion Factor Under PSI Will Result in a

Reasonable Fee Schedule.

There has already been a change in the cost to

Physicians Service of rendering benefits to its sub-

scribers of the order of one per cent by reason of

the changes in the schedules of February, 1966, and

February, 1967.

The Boston Consumer’s Price Index has gone up

more than 5j4 per cent. The National Consumer's

Price Index for all items has gone up 5.42%. The
feees to physicians under Plan B have gone up ap-

proximately one per cent. Therefore, the proposed

increase of 4 per cent in the conversion factor is

within reasonable limits and with the present filing

of subscribers’ rates, including a proposal to in-

crease the conversion factor by 4 per cent is a rea-

sonable filing, and is certainly within the zone of

reasonableness. It is the judgement of the Board of

Directors and the members of the Corporation of

Physicians Service that such a proposal is proper

and in the best interests of its subscribers and of

the physicians concerned.

Counsel for the Applicant suggests that coping

with the problems of both patient and physician

created by inflation is susceptible to a quite differ-

ent approach than the one so far considered.

It has been pretty well accepted as a desirable

thing to offer to the community a mechanism for

full prepayment of medical care. There can be no

question, as testified by the witness Sullivan, that

there is an overwhelming demand on the part of

patients for such an arrangement. Thus far the way
in which this has been accomplished is by offering

service benefits to patients based on their income

limits. There is no substantial evidence available

within the record of the 1964 and 1965 hearings

to refute the testimony of numerous physicians en-

gaged in many specialties that in the case of both

the old pre-PSI schedules of fees to physicians and

in the case of the new fees then proposed based

under PSI, the compensation of the physicians of-

fered in the fee schedules of Plan B resulted in

payment to them of fees lower than their customary

fees. If this is so, and assuming the physicians to

be motivated exclusively by avarice, an assumption

which the facts do not bear out, it is obviously to

their advantage that service benefits should be
(Continued on Page 638)
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circumscribed rather than expanded. Obviously the

more patients the doctor cares for to whom he can

send an additional bill, the better off he is. So if

the zone of service benefits is to be expanded, ob-

viously the doctors are going to resist expanding

such service benefits unless they receive a corres-

ponding increase in the fee schedules. The circum-

stances which call for an increase in one equitably

require an increase in the other.

It is obvious from Exhibit 7 that due to a rise

in prices and inflation, the income of Plan B sub-

scribers has been increasing, and fewer and fewer

of the subscribers thereon are entitled to service

benefits. Correspondingly, Plan B becomes less

and less available as a mechanism for full prepay-

ment of fees.

Since there is no other plan above Plan B with

higher income limits, the Plan is increasingly be-

coming an ineffective device for the full prepayment

of medical care. It is, we submit, time that it was

revised by raising the income limits. The raising

of income limits, however, is a matter of reasonable

accommodation between the interests of the patients

and of the physicians and a corresponding revision

in the fee schedules. The suggested revision in the

income limits is 6.6 per cent in the case of a family

and 7.5 per cent in the case of individuals. The
combination of the increases in the fee schedules

by raising the conversion factor 4 per cent and by

the inclusion in the fee schedules of the changes to

remedy inequities made in 1966 and 1967 amount

in the aggregate to something approximating 5

per cent. In view of the rise in the cost of living

index, the relationship of the rise in the fee sched-

ules and the rise in the income limits is more than

a reasonable one.
# * *

7. The proposed Benefits for X-rays Under Plan

B Will Result in Fair and Reasonable Fees to the

Physicians Who Render the Benefits, and Will Be

of the Greatest Value to Subscribers.

A. Present X-ray Benefits.

Under existing arrangements between the Appli-

cant and subscribers under both Plan A and Plan

B, Physician Service pays directly to the doctor

concerned an indemnity payment for diagnostic

x-rays in an arbitrary amount. The payment made

is identical under both Plans and payment is made

in this manner whether the x-rays are taken in the

hospital or in the physician’s office. The balance of

the fee for the service in each case is collected by

the doctor from the patient. Theoretically, the fee

in each case is a matter for negotiation between

physician and patient. But the uncontradicted evi-

dence indicates that fees in this area are usually

charged without consideration of the patient’s in-

come and that such fees tend to be more uniform

as among different practitioners than is the case

in other areas of practice.

The present arrangement, frankly, involves a

procedural nuisance for all concerned. In the case

of an office x-ray, the patient or the doctor fills

out the required Physicians Service form and sends

it in. Then a separate bill from the doctor is forth-

coming. The patient has to find the form and com-

pare it with the doctor’s bill, and then send in a

check. The patient usually feels that the x-ray

charges, relative to other things in the schedule of

benefits, is small and he is resentful that these x-

ray services are not paid in full by Physicians Serv-

ice, particularly if, as is very often the case, he has

full service benefits available in most other areas.

The physician, on the other hand, has to make
out and transmit the form to Physicians Service

and in addition he has to make a bill to the patient

and then collect it. The same procedure pretty

much applies to x-ray services rendered in the hos-

pitals. It is fair to say that neither physician nor

patient is happy with the present arrangement.

There has been a persistent and vocal demand on
the part of subscribers to have full benefits paid by
the Applicant in the x-ray area, with no separate

bill to be rendered by the physician. A modification

of the existing system in this regard will redound

to the benefit of both physician and patient and

greatly enhance the public relations position of the

Applicant. It will also improve the Applicant’s com-

petitive position with private carriers of medical

insurance.

It is the considered judgment of Applicant’s

Board of Directors and its management, based on

discussions with its subscribers, negotiations be-

tween physicians and executives of the Applicant,

statistical studies and its experience, all extending

over a period of time, that the existing arrange-

ments should be altered in this area to those pro-

posed.

B. What Is Proposed.

The Applicant for a number of years has re-

quired on the form submitted to it by the physi-

cians in x-ray cases, a statement of the doctor’s en-

tire fee payable for the x-rays involved. Physicians

Service has recorded these charges separately in the

case of every such physician and has accumulated

what the witness Sullivan has termed a “profile”

of the charges of each such individual. Thus it is in

a position to know, based on actual past experience,

what individual charges for x-ray services have

been and are today.

Also, by determination of the range of fees for

all doctors in this State from the same source data,

the Applicant has been able to ascertain fees for

each x-ray diagnostic procedure which has been per-

(Continued on Page 640)
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formed in this S^ate and thus it has been able to

determine a generally prevailing level in the com-

munity by the adoption of a percentile applicable

to the range of fees. The Applicant began the col-

lection and compilation of the basic data, the evi-

dence shows, namely, the individual charges of

individual doctors, prior to any public discussions

about the advent of Federal Medicare, so that sub-

stantial portions of the data were not subject to

apparently inferred but unproven distortions from

that source.

The compilation of the data above described has

put the Applicant in a position to know:

( 1 ) The “profile” of the usual fees of each in-

dividual doctor for each x-ray procedure; and

( 2 ) The prevailing range of fees for all doctors

in the State.

Based on this information, the Applicant now
proposes to change the existing system and to pay

in full the usual and customary charges of physi-

cians for all x-ray services rendered by them to all

subscribers in both Plans A and B. These fees in

each case will not exceed:

( 1 ) The “usual” fee of the physician which he

has charged in the past for the individual proced-

ure concerned.

(2) A pre-determined percentile of the range of

fees prevailing generally in the State among physi-

cians for this particular procedure as determined

from actual charges made in the past.

The witness Sullivan has testified that once the

proposed x-ray benefits have been established, no

individual physician will be permitted to raise the

level of his usual fees as shown in his individual

profile without substantial cause. At any time the

physician fe°ls that he desires to increase his usual

charge for x-ray services or procedures, he must

submit in writing to Physicians Service his proposed

changes along with supporting data justifying the

same. His proposal will then be submitted in the

first instance to a special committee of fellow roent-

genologists or radiologists and it will be consid-

ered by them. It will then be referred probably to

the Professional Advisory Committee or some other

committee of physicians for further investigation.

By way of contrast, the radiologist is now paid only

an indemnity by Phyisicians Service and hence he

is free to charge whatever he thinks is desirable

and the matter is entirely one of negotiation be-

tween the physician and patient. If some sort of

control of the physicians’ prices is deemed advis-

able, a proposition with which counsel does not

necessarily agree, it is a fact that the above-men-

tioned mechanism represents a protection to the

patients which does not now exist.

The Professional Advisory Committee which will

probably be charged with the responsibility of re-

viewing such requests for increases is a committee,

half of the members of which are chosen by the

Board of Directors of Physicians Service and half

from the House of Delegates from Rhode Island

Medical Society

Parenthetically, when this fact was testified to

by the witness Sullivan, the Director stated that he

thought that was like “placing the fox in charge

of the chicken coop.” The inference to be drawn,

we assume, is a conclusion on the part of the Di-

rector that the subscribers will not be adequately

protected by a review of a proposed increase in an

individual fee proposed to this committee. The Pro-

fessional Advisory Committee, however, meets reg-

ularly and is charged with responsibility for review-

ing all of the fees of surgeons for services rendered

to subscribers and which, because of their unusual

nature, are not covered by the fee schedules and

hence must be subject to so-called individual con-

sideration. This committee has been engaged in this

type of deliberation for a number of years ... It

is obvious from the annotations ... as well as

from the testimony of the witness Sullivan that

every one of these changes was given careful and

detailed consideration and a number of them were

rejected altogether by this committee. It appears

to have done its work in a reasonable manner and

well.

We submit therefore that there is no substantial

evidence in the record anywhere which shows or

which is related in any degree with abuses by this

committee. Any inference of bias or possible dis-

honesty in its work is not substantiated by even a

scintilla of proof.

As a matter of fact, counsel for Physicians Serv-

ice has been confronted ever since 1964 with the

difficulty inherent in proving reasonableness of

medical fees and fee schedules. How do you fix

a professional fee, whether it be for doctors, attor-

neys, accountants, engineers, etc.?

The legal answer is that in general in all of these

professions the fixing of reasonable fees is recog-

nized as a serious responsibility of the profession

concerned. If, for example, we were confronted with

an action at law by an attorney to recover reason-

able attorneys‘ fees, the only testimony which the

Court will accept in the premises is testimony of

other attorneys as to the reasonable fee customarily

charged in the community to a client under all of

the circumstances prevailing in the case. The same

rule would apply to the other professions mentioned.

The fees provided in fee schedules of Blue Shield

Plans certainly offer no satisfactory basis for com-

parison because it is almost impossible to find any

(Continued on Page 642)
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plan which duplicates to any considerable degree

all of the factors which are pertinent in fixing a

fee schedule. It is like comparing power rates

charged customarily in a Tennessee utility with a

tremendous mix of water power from government

sources with the cost of electricity from a steam

plant, say, at Portland, Maine. All the factors

which go into the situation contain so many vari-

ables that any such comparison becomes almost

meaningless.

In the light of these circumstances, the public

has always been more or less dependent for fair

treatment upon the professional ethics of the mem-
bers of the profession involved; and the adequacy

or excessiveness of any given fee for any given

procedure can only, we respectfully submit, be de-

termined on the basis of professional judgment.

This is a difficulty inherent in any such proof and

cannot be avoided.

The question basically at issue is whether there

is any substantial evidence that the Professional

Advisory Committee has at any time or in any case

abused the professional responsibility which has

been imposed upon it under the circumstances. We
submit that such a matter should not be left to in-

ference unsupported by any testimony whatsoever.

There can legitimately be no such thing as assumed

guilt under such circumstances. There is no evi-

dence of such abuse.

C. Patient Demand for Proposed Benefits.

The witness Sullivan testified that there has been

a consistent patient demand for full payment by

Physicians Service of the costs of all diagnostic

x-rays and the previous arrangement for the pay-

ment of only a portion of such costs on an indem-

nity basis has been a source of complaint from the

patients.

Furthermore, as applied to payment for x-rays

the particular problem at hand is only a small por-

tion of a much greater problem. This comes from

a national movement, particularly among various
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trade unions, for a mechanism which will permit the

full prepayment for all medical expenses and physi-

cians’ fees without regard to the income of the

patient. The difficulty is that wages have gone so

high that in many cases the income levels of the

workers have risen above the highest limits of any

available plan. This has led, as the witness Sullivan

testified, to a great demand, to which Physicians

Service has been subjected along with all other

Blue Shield Plans in the country, to furnish serv-

ice benefits through an additional plan on a basis

where income is not considered, and this demand

has emanated principally from the patients rather

than the doctors.

D. Necessity for These Benefits in Relationship

to Blue Cross Benefits.

It is essential that Physicians Service be capable

of paying for diagnostic x-rays rendered in the

doctor’s office. This is so for the following reasons:

At the present time the diagnostic x-ray benefit

is a Physicians Service only benefit and it provides

for idemnity payments for specific x-ray procedures

wherever rendered. By that it is meant that if an

x-ray is rendered in a doctor’s office or on an out-

patient and inpatient basis in a hospital, the same

dollars allowance is paid toward the total charge

for the service.

Under the proposed new benefits for both Blue

Cross and Physicians Service to be effective July

1, 1967, for the first time Blue Cross will be paying

for the hospital component of x-ray charges render-

ed both to an inpatient and to an outpatient and

Physicians Service will be paying the professional

component for x-ray service rendered in the two

abovementioned places, resulting in an in-full x-ray

benefit. If benefit balance is to be maintained be-

tween hospital and doctor's office, it is essential that

Physicians Service be able to pay for diagonostic x-

ray rendered in the doctor’s office on an in-full basis

The obvious effect of not paying for x-ray in the

doctor’s office in-full and paying for x-ray in the

hospital in-full is to create a pressure on the part

of patients to seek hospitalization in order to re-

ceive the in-full benefit for diagnostic x-ray. As

has been previously pointed out, radiologists and

other physicians who render radiological services in

their offices are willing to provide Physicians Serv-

ice subscribers with in-full x-ray benefit without

regard to income of the patient both in the case of

Plan A and Plan B. This in-full benefit they will

agree to provide on the basis of the Plan paying

their usual and customary charge.

It is obvious that if the patient can get full pay-

ments for x-rays in the hospital, and he cannot in

the doctor's office he is going to try to get himself

hospitalized for his x-rays. This simply compounds
(Continued on Page 643)
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gical abdomen. Availability: Tablets (5 mg.) and suppositories (10 mg ).

By prescription or recommendation.

Under license from Boehringer Ingelheim G.m.b.H.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation, Ardsley, NY.
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You usually prescribe one tablet daily,

but every once in a while you like

to cut the dosage. So instead of giving

the 100 mg. tablet every other day
or breaking it in half, why not prescribe

the new half-strength tablet every day?

See next page for a brief precautionary

statement.
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Broad scope diuretic

Hygroton is indicated in certain con- However, the newer diuretics are

ditions where the newer nonthiazide probably superior to Hygroton in acute

diuretics are not recommended, pulmonary edema and the nephrotic

e.g. hypertension,edema of pregnancy, syndrome or any condition where
premenstrual edema, edema in the glomerular filtration rate is

obesity states, steroid edema. significantly low.

Indications

Hypertension

Such as hypertension with or without

congestive failure, where Hygroton

can be used alone or in conjunction

with other agents

(Precaution

:

Antihypertensive therapy

with Hygroton should always be

initiated cautiously in post-

sympathectomy patients and in

patients receiving ganglionic blocking

agents or other potent anti-

hypertensive drugs, or curare. Reduce
dosage of concomitant antihyper-

tensive agents by at least one-half.

Barbiturates, narcotics or alcohol

may potentiate hypotension.)

Edema

Such as edema associated with

:

congestive heart failure

or renal disease

(Precaution

:

Because of the possi-

bility of progression of renal damage,
periodic determination of the BUN
is indicated. Discontinue if the

BUN rises.)

or hepatic cirrhosis

(Hypoproteinemia, if present, must
be corrected concomitantly.

Precaution: Take special care:

discontinue if liver dysfunction

is aggravated, since hepatic coma
may be precipitated.)

or steroid administration

or obesity

or the premenstrual syndrome
or pregnancy, including toxemia

(Warning: Use with caution in preg-

nant patients, since the drug may
cross the placental barrier and

adverse reactions which may occur in

the adult, e.g. thrombocytopenia,

hyperbilirubinemia, altered

carbohydrate metabolism, etc., are

potential problems in the newborn.)

Contraindications

Severe Renal or Hepatic Disease
and Demonstrated Hypersensitivity

Other general warnings,

precautions and
adverse reactions

Warning: With the administration of

enteric-coated potassium supple-

ments, which should be used only when
adequate dietary supplementation

is not practical, the possibility of small

bowel lesions (obstruction, hemor-

rhage, and perforation) should be kept

in mind. Surgery for these lesions

has frequently been required and

deaths have occurred. Discontinue

enteric-coated potassium supple-

ments immediately if abdominal pain,

distention, nausea, vomiting,

or gastrointestinal bleeding occur.

Precautions: Electrolyte imbalance,

sodium and/or potassium deple-

tion may occur. If potassium deple-

tion should occur during therapy,

Hygroton should be discontinued and

Take special care in severe ischen;

heart disease and in patients receinc

corticosteroids, ACTH, or digitalis

Salt restriction is not recommende.

r
Adverse reactions: Nausea, gastri

irritation, vomiting, anorexia, cons

pation and cramping, dizziness, w ik-i

ness, restlessness, hyperglycemia

hyperuricemia, headache, muscle

cramps, orthostatic hypotension,

aplastic anemia, leukopenia, thromc-

cytopenia, agranulocytosis, dysuri,

impotence, transient myopia, skin

rashes, urticaria, purpura, necrothig

angiitis, acute gout, and pancreati : i

when epigastric pain or unexplained

G.l. symptoms develop after prolonatf

administration. Other reactions

reported with this class of compoufs

include: jaundice, xanthopsia,

paresthesia, and photosensitizatic

Average Dosage: 50-100 mg. with

breakfast daily.

Availability: White, single-scored

tablets of 100 mg. and aqua tablets f

50 mg. in bottles of 100 and 1000.

Please see full Prescribing Inform: on

Geigy Pharmaceuticals

Division of Geigy Chemical Corporaon

Ardsley, New York 10502
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PHYSICIANS SERVICE RATE FILINGS
(Continued from Page 642)

the pressure on Blue Cross at the present time, and

it is a very undesirable thing to do.

E. Precedents.

There is great pressure brought principally by

various national unions for the development of

plans under Blue Shield which allow prepayment of

all medical costs without any consideration of in-

come limits. Already several such arrangements

have been developed in other Blue Shield Plans.

Furthermore, such benefits have been in existence

in Physicians Service for some time on the basis of

subscribers’ rates filed with the Department and

jointly underwritten by both Physicians Service and

Blue Cross. These riders appear to have worked

out and to be more than acceptable to the people

covered by them. The evidence is to the effect that

the result has been a reasonable one. If the system

works under this jointly underwritten program,

there is every reason to believe it will work as ap-

plied to x-ray benefits under Plan B.

Furthermore, according to the witness Sullivan,

a number of very large private corporations, such

as General Electric, have provided such arrange-

ments. The managements of these companies are

very sophisticated, and they are not about to buy
an arrangement of this sort without the most care-

ful investigation and consideration. Notwithstand-

ing this, they have bought such arrangements.

Furthermore, in the Gorham Report, so-called,

(Applicant’s Exhibit 16), there are definite recom-

mendations for the expansion of patient care in

areas outside of the hospital, including doctors’ of-

fices. The proposed arrangements for full payment
'benefits for x-rays is a step in this direction. If the

Director attempts to interfere with this, we respect-

fully submit, he is attempting to stand in the way
of what is generally accepted as progress, and he
will be bucking a trend which has developed in

industry in general after careful inquiry. There is

strong evidence that the proposed arrangement is

sound and reasonable, and there is no evidence to

the contrary.

An argument has been made against this pro-

posal based upon some kind of a suspicion that if

such an arrangement is available for x-rays, the

doctors will take x-rays unnecessarily and thus im-
properly burden Physicians Service. This obviously
requires an assumption to be made that the doctors
are knaves and the managers of the plans fools. It

is respectfully submitted that there is no evidence
that either of these conditions exists. Undoubtedly
it is true that this arrangement will cause increased
utilization of x-rays. It is a fact, however, as Mr.
Sullivan testified, that now very often x-rays are
required by the patient and the patient does not

accede to having them taken because he feels that

there is little risk that he has some condition which

the x-ray might disclose, and he does not wish to

undergo the expense which will come directly out

of his pocket; but most of these x-rays should, in

fact, be taken for the sake of the patient’s health,

and increased utilization from this source should be

of benefit to all concerned and not an unreasonable

burden on the Plan.

It is respectfully submitted therefore that the

proposed arrangement for full payment of x-ray

benefits both in and out of the hospital has been

requested by the overwhelming demand of both

patient and physician. It is a service which the

Board of Directors and management of Physicians

Service wish very much to offer to their subscribers

and which is sound in their best business judgment

to offer. The proposal is supported by precedent.

It will not result in an undue burden on Physicians

Service. It is in accordance with the recommenda-

tion of the Gorham Report, and it is consistent

with the recommendation of our own Legislative

Committee on Hospital Costs, and there is every

reason why it should be approved and no substan-

tial reason shown in the evidence why it should

not.

It is respectfully submitted that all of the com-

ponents underlying the present filing have been

shown by the evidence to be reasonable and proper.

That all of the mathematical computaions are ac-

curate. And that, therefore, there is no basis what-

ever for the disallowance of the proposed schedule

of subscribers’ rates. It is therefore respectfully

urged upon the Director that they should be al-

lowed as filed.

Respectfully submitted,

Edwards and Angell
Gerald W. Harrington
Attorneys for Rhode Island

Medical Society Physicians Service

April 27, 1967
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EDALOGY (Ethnic Medicine)

DIABETES MELLITUS IN ESKIMOS
Screening and follow-up of 705 adult Eskimos

in western Alaska disclosed only one person with

clinical diabetes mellitus. Rarity of diabetes in this

population is associated with a high tolerance to a

glucose load.

This study confirms the rarity of diabetes in

Eskimos. Eight Alaskan. Eskimos are now known
to have diabetes, and all are being treated with hy-

poglycemic agents. Juvenile diabetes is unknown
in Eskimos.

The reason for rarity of diabetes in Eskimos is

still open for speculation. Although obesity was

less common in this group than in those Eskimos

studied previously, lack of it does not appear ade-

quate as an explanation for rarity of diabetes. Both

the low prevalence of abnormal glucose tolerance

and the rarity of diabetes may be due in part to

the relative lack of older people in the Eskimo

population.

In comparing our results with others, no effect

of diet on prevalence of imparied glucose tolerance

was evident. The diet in Uruguay is stated to be

similar to that in the United States, and abnormal

glucose tolerance is relatively common. Abnormal

tolerance is much less frequent in both East Pakis-

tan and in Eskimos, but the diets in these two

groups are very different. The protein intake in

Eskimos is higher than in Uruguay, but it is much
lower in Pakistan. Carbohydrate consumption is

lower in Eskimos than in Uruguay, but it is higher

in Pakistan. Fat intake is highest in Eskimos, next

highest in Uruguay, and lowest in East Pakistan.

. . . Mouratoff, G. J.; Carroll, S. V., and

Scott, E. M.: J.A.M.A. 199:961,

(March 27) 1967
* * *

MYOCARDIAL INFARCTION IN INDIA

A survey of the railway population of India was

carried out to determine the geographical aspects

of acute myocardial infarction with special refer-

ence to the patterns of diet and eating.

Myocardial infarction was seven times more com-

mon among the South Indians than in the Pun-

jabis in North India, even though the fat intake

of the Punjabis is from 8 to 19 times (that of South

Indians and is chiefly of animal origin. Other die-

tary differences may be important, such as the

chain-length of the dietary fatty acids, the size of

the fat globules, the roughage and cellulose content,

and the patterns of cooking and eating of foods.

The big differences in the incidence rate of acute

myocardial infarction between the South Indians

and the Punjabis of North India are probably due
to the fact that the fatty acid composition of fed

fats affects not only the composition of triglyceride

acids but also blood clotting.

. . . Malhotra, S. L. (Bombay): British

Heart Journal, May 1967
* * *

ENDOMYOCARDIAL FIBROSIS IN EUROPEANS
RESIDENT IN TROPICAL AFRICA

A case of endomyocardial fibrosis (EMF) in a

European resident for 15 years in Eastern Nigeria

is presented with clinical, hemodynamic, angio-

graphic, and necropsy findings. From a review of 23

other cases of EMF in Europeans, all residents of

West Africa or the Congo, certain deductions can

be made as to the etiology of EMF. It cannot be

caused by a genetic characteristic nor by malnu-

trition, and there seems little reason to associate it

with plantain eating. The occurrence of EMF and

the presence of a febrile illness in the early stages

of its evolution favor an infective origin for the

disease.

. . . Brockington, I. F.; Olsen, E. G. J., and

Goodwin, J. F.: Lancet 1:583,

(March 18, 1967

* * *

EPIDEMIOLOGY OF CARDIOVASCULAR DISEASE

IN ISRAEL

A study on the epidemiology of hypertension and

ischemic heart disease among 10,000 men in Israel

over 40 years of age was conducted jointly by

NIH of the USPHS and the Ministry of Health q

of the government of Israel and Hadassah medical

organization.

The increasing frequency of ischemic heart dis-

ease in certain population groups and its relative

rarity or uneven distribution in others has in-

trigued investigators of many countries throughout

the world. The small country of Israel has absorbed

a massive immigration of ethnically diverse popu-

lations. These populations are now undergoing rap-

id economic and industrial growth and offer an

unusual opportunity to investigate the impact of

various changes in. different populations.

(Continued on Page 646)
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Photo professionally posed

Mike expects a penicillin infection.

He's anout to be pleasantly surprised
His physician is going to prescribe an oral penicillin

—Pen*Vee® K (potassium phenoxymethyl penicillin).

It’s usually so rapidly and completely absorbed that
therapeutic serum levels are produced in 15 to 30
minutes. Higher serum levels generally last longer than
with oral penicillin G.
Indications: Infections susceptible to oral penicillin G: prophylaxis and treat-

ment of streptococcal infections; treatment of pneumococcal, gonococcal, and
susceptible staphylococcal infections; prophylaxis of rheumatic fever in patients
with a previous history of the disease.

Contraindications: Infections caused by nonsusceptible organisms; history of
penicillin sensitivity.

Warnings: Acute anaphylaxis (may prove fatal unless promptly controlled) is

rare but more frequent in patients with previous penicillin sensitivity, bronchial
asthma or other allergies. Resuscitative (epinephrine, aminophylline, pressor
amines) and supportive (antihistamines, methylprednisolone sodium succinate)
drugs should be readily available. Other rare hypersensitivity reactions include
nephropathy, hemolytic anemia, leucopenia and thrombocytopenia. In suspected
hypersensitivity, evaluation of renal and hematopoietic systems is recommended.

Precautions: In suspected staphylococcal infections, perform proper laboratory

studies including sensitivity tests. If overgrowth of nonsusceptible organisms

occurs (constant observation is essential), discontinue penicillin and take appro-

priate measures. Whenever allergic reactions occur, withdraw penicillin unless

condition being treated is considered life threatening and amenable only to

penicillin. Penicillin may delay or prevent appearance of primary syphilitic

lesions. Gonorrhea patients suspected of concurrent syphilis should be tested

serologically for at least 3 months. When lesions of primary syphilis are sus-

pected, dark-field examination should precede use of penicillin. Treat beta-

hemolytic streptococcal infections with full therapeutic dosage for at least 10

days to prevent rheumatic fever or glomerulonephritis. In staphylococcal

infections, perform surgery as indicated.

Adverse Reactions (Penicillin has significant index of sensitization): Skin

rashes, ranging from maculopapular eruptions to exfoliative dermatitis; urticaria;

serum sickness-like reactions, including chills, fever, edema, arthralgia and pros-

tration. Severe and often fatal anaphylaxis has been reported (see “Warnings”).

Composition: Tablets— 125 mg. (200,000 units), 250 mg. (400,000 units), 500

mg. (800,000 units); Liquid—125 mg. (200,000 units) and 250 mg. (400,000

units) per 5 cc.

PenVeeK
(potassium phenoxymethyl penicillin) )^T\
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EDALOGY
(Continued from Page 644)

Clinical studies and mortality statistics have indi-

cated that coronary occlusion was found less often

in those born in the Middle East and North Africa

than in those of European origin. A number of Is-

raeli studies have indicated earlier that a relation-

ship seems to exist between the prevalence of is-

chemic heart disease in certain segments of popula-

tion with different dietary habits. The aim of this

study is to establish data that the risk of developing

ischemic heart disease is different for various cul-

tural segments of the population, and to identify

the factors, environmental or biological, associated

with these differences.

There was a substantial difference of the fre-

quency of angina in people from different geograph-

ical areas. The incidence was very high in those of

European origin and significantly lower in those

born in the Middle East and in Africa. Those born

in Israel were between the lowest and highest seg-

ments. A certain percentage of East Europeans

gave a history of heart attack which was rarely

found in those migrating from the Middle East.

The preliminary evaluation of the available data

has supported the theory that there is a definite

ethnic difference in the frequency of occurence of

coronary heart disease in man. A continuation of

this work also may provide crucial information on

the influence of environmental factors.

. . . Riss, E.; Medalie, J.; Neufeld, H. N.;

Dublin, T. D., and Groen, J. J.: Ab-

tract of International Seminar on Car-

diovascular Disease held in Israel.

J.A.M.A. 200:736, (May 22) 1967

* * *

SIGMOID VOLVULUS IN ETHIOPIA

In Ethiopia sigmoid volvulus is the second most

common cause of intestinal obstruction. Only in-

carcerated inguinal hernia is seen more commonly.

During a 9 month period 24 patients with intestinal

obstruction were encountered and represented 4 per

cent of all admissions to the surgical services at the

Gondar Hospital. In 13 the admitting or operative

diagnosis was sigmoid volvulus. Eleven patients

were males. The ages ranged from 30 to 70 years.

Unlike elsewhere in Africa none of the remaining

patients was obstructed due to inguinal hernia. Six

of the 13 patients with volvulus had had previous

obstruction and 2 had undergone surgical treat-

ment. Seven of the group required primary resec-

tion; 2 had necrosis of the intestine. A rectal tube

and enemas sufficed for the remainder. One of the

6 died; there were no deaths among the surgical

patients.

The singularly high incidence of sigmoid volvulus

in the area is attributed to the bulky character of

the stool resulting from a large amount of vegetable

substance. The 5-hydroxytryptamine from bananas

can increase intestinal motility and act as a con-

tributing factor. Primary resection is the treatment

of choice since recurrence is common otherwise.

. . .Johnson, L. P.: Ethiopian M. J.

4:197, 1966
* * *

VOLVULUS OF THE SIGMOID IN ERITREA

In Eritrea, sigmoid volvulus represents 5 per cent

of all intestinal obstruction. A 1 year experience

with 26 patients is presented. In 10 the volvulus

was successfully managed by enema although 2

underwent later resection. Operative procedures

were undertaken in 16 patients. Of the group, 2 pa-

tients died, 1 of pulmonary embolism and the other

of peritonitis. Eight were initially decompressed

during the operative procedure by a rectal tube and

then a primary resection was accomplished. Four

patients underwent fixation of the redundant por-

tion of the colon. When perforation was imminent

or already exhibited, as in 4 patients, an exteriori-

zation procedure was used.

. . . Poliuka, J.: Ethiopian M. J.

5:205, 1966

* * *

CANCER OF THE COLON
The incidence of cancer of the colon varies great-

ly throughout the world, probably because of dif-

ferences in environment, living habits and geo-

graphical conditions. The disease is particularly

frequent in Scotland, Canada, the United States

and Denmark, but is uncommon in Israel, Italy,

Finland, Chile and Japan.

. . . Galante, M.; Dunphy, J. E., and

Fletcher, W. S.: Ann. Surg. 165:732, 1967

* * *

SURGICAL THYROID DISEASE IN NORTHRN
THAILAND

Northern Thailand is an area in Southeast Asia

in which iodine deficiency goiter is endemic. The
ethnic origin of the population under study is al-

most exclusively Thai.

Iodized salt was not made available to the popu-

lation of this region until late 1965, and then only

in very limited areas. In addition, the affected pop-

ulation is not geographically mobile and patients

with thyroid disease tend to reside in areas in which

they were born.

The incidence of surgical thyroid disease in this

area of northern- Thailand characterized by a high

incidence of endemic goiter was determined for a

six-year period prior to iodine prophylaxis.

This study confirms the low incidence of lymph-
(Concluded on Page 650)



What’s
all the fuss

about
bactericidal?

The ultimate aim in antibiotic therapy

is to contain the bacterial colony and elimi-

nate infection. Both 'tidal’ agents and bac-

teriostatic DECLOMYCIN achieve this goal.

DECLOMYCIN inhibits susceptible pathogens

by stopping their growth; cidal agents affect the

pathogens only while they are growing.

Though the two mechanisms differ, the end

result is the same—containment of the infecting

organism. However, a very important attribute

of any antibiotic is its potency against a broad

range of pathogens. DECLOMYCIN not only

offers broad-spectrum potency, but high serum

and tissue levels with persistent activity against

tetracycline-sensitive organisms. Therapeutic

benefits continue for 1-2 days after dosage stops

to help prevent relapsing infection.

These are the reasons why so many doctors

make DECLOMYCIN their basic broad-

spectrum antibiotic. At last count, one billion

doses had been administered since its introduc-

tion, and the number keeps rapidly growing.

DECLOMYCIIV
DEMETHYLCHLORTETRACYCLINE

Prescribing information on next page.



For a wide range of everyday

infections— respiratory,

urinary tract and others—
in the young and aged— the

acutely or chronically ill.

Aii

Irue
broad spectrun

<

DECLOMYCIN Demethylchlortetracycline shouloi
equally or more effective than other tetracyclines v\eij

the offending organisms are tetracycline-sensitive,
j

Contraindication: History of hypersensitivity to deme
chlortetracycline.

Warning— In renal impairment, usual doses may lea tq

excessive accumulation and liver toxicity. Under :c!|

conditions, lower than usual doses are indicated, an
I

therapy is prolonged, serum level determinations matx

advisable. A photodynamic reaction to natural or aifi

cial sunlight has been observed. Small amounts of <uf

and short exposure may produce an exaggerated in

burn reaction which may range from erythema to se re

skin manifestations. In a smaller proportion, ptto

allergic reactions have been reported. Patients sh ih

avoid direct exposure to sunlight and discontinue dri

the first evidence of skin discomfort. Necessary suit

quent courses of treatment with tetracyclines shoul tx

carefully observed.

|i

M

12

a

i

®

Precautions—Overgrowth of nonsusceptible organ ns

may occur. Constant observation is essential. If ne\in

fections appear, appropriate measures should be tam,

In infants, increased intracranial pressure with bulnj

fontanels has been observed. All signs and symplnij

have disappeared rapidly upon cessation of treatnntq

li

4

*

Side Effects—Gastrointestinal system—anorexia, naiaa

vomiting, diarrhea, stomatitis, glossitis, enterocolitis, ru

ritus ani. Skin—maculopapular and erythematous rases

A rare case of exfoliative dermatitis has been repo ad

Photosensitivity; onycholysis and discoloration ofhi

nails (rare). Kidney— rise in BUN, apparently dostre

lated. Hypersensitivity reactions—urticaria, angioneudii

edema, anaphylaxis. Teeth — dental staining (yew
brown) in children of mothers given this drug durinph

latter half of pregnancy, and in children given the u

during the neonatal period, infancy and early childb(

Enamel hypoplasia has been seen in a few children II

adverse reaction or idiosyncrasy occurs discontinue ud-

ication and institute appropriate therapy.

Average Adult Daily Dosage: 150 mg q.i.d. or 30CTJ
b.i.d. Should be given 1 hour before or 2 hours ter

meals, since absorption is impaired by the concomant
administration of high calcium content drugs, foods™
some dairy products. Treatment of streptococcal itec

tions should continue foi 10 days, even though s.'if

toms have subsided.
I

fj

Capsules: 150 mg; Tablets: film coated, 300 mg, 5(

mg, and 75 mg of demethylchlortetracycline HCI.

DECLOMYCll
DEMETHYLCHLORTETRACYCLI IE

LEDERLE LABORATORIES, A Division of

American Cyanamid Company, Pearl River, New Drt
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SCANNING THE MEDICAL LITERATURE

EARLY ORTHOPEDIC EXAMINATION OF
THE CHILD WITH CEREBRAL DYSFUNC-
TION. Henry M. Litchman. Clin. Pediat. 5:341,

1966.

The author stresses the principles of preventive

orthopedic surgery in the evaluation and manage-

ment of the child with cerebral dysfunction. The
recognition of postural abnormalities in the pream-

bulating infant signals the need for orthopedic con-

sultation. Early correction will result in fewer han-

dicaps when ambulation begins and forms the basis

of treatment in cerebral palsied children.

* * *

INJURIES TO THE MEDIAL MENISCUS IN
THE AGING PATIENT. Henry M. Litchman,

Caroll M. Silver and Stanley D. Simon, J.A.M.A.

196:178, April 11, 1966.

The authors illustrate that traumatic internal de-

rangements of the knee are not uncommon in the

aging patient, are clinically similar to derange-

ments found in younger patients and, with minor
modifications in surgical technique, can be success-

fully treated. A series of twenty-five patients more
than 60 years of age were studied. Transverse mid
segment meniscus tears were common in this age

group. Division and repair of the anterior fibers

of the medical collateral ligament allowed removal
of the entire meniscus with minimal morbidity. Re-
sults of surgery were excellent, and the authors

concluded that, in patients with mechanical signs

of knee derangements, age is no contraindication

for definitive treatment.
* * *

ORTHOPEDIC APPLICATION OF A METAL-
CUTTING CIRCULAR SAW. Henry M. Litch-

man, Caroll M. Silver and Stanley D. Simon.
Internat. Surg. 45:360, 1966.

A metal cutting circular saw designed to fit

standard operating room equipment is described.

Using this apparatus, partial removal of a metallic

appliance in a poor risk cardiac patient is illus-

trated providing a simplified solution to an other-

wise difficult problem.
* * *

PERIPHERAL BLOOD PLASMACYTOSIS FOL-
LOWING SYSTEMIC EXPOSURE TO PHY-
TOLACCA AMERICANA

(POKEWEED ).

Barbara E. Barker, Ph.D., Patricia Fames, M.D.,
and Paul H. LaMarche, M.D. Pediatrics 38:490,
1966.

Phytolacca americana contains a substance mito-

genic for human peripheral blood lymphocytes in

vitro. In five children sustaining systemic exposure

to pokeweed mitogen through berry ingestion or

exposure of abrasions, typical peripheral blood

changes were found. Plasmacytic differentiation

and mitotic cells were encountered, as well as a

spectrum of “plasmacytoid lymphocytes.” The
changes were unaccompanied by clinical symptoms.

The possible relationship between these changes

and in vitro lymphocyte blastogenesis are discussed.

* * *

G.4S CHROMATOGRAPHIC IDENTIFICA-
TION AND DETERMINATION OF BAR-
BITURATS. H. F. Martin. Anal. Chem. 38:345,

1966.

In order to overcome the need for special col-

umn preparation and to minimize the tailing asso-

ciated with polar compounds, such as barbiturates,

the approach is to minimize the polarity of the

drug to be chromatographed. This can be accom-

plished by methylating the drug to form the 1,3-

dimethyl-5,5-disubstituted barbituric acid deriva-

tives. Stuckey’s method is employed for the me-
thylation. By decreasing the polarity of barbituric

acid derivatives, quantitation by gas chromatog-

graphy becomes feasible.

* * *

DETECTION OF BROMISM BY AN AUTO-
MATED CHLORIDE METHOD. J. L. Dris-

coll and H. F. Martin, Clin, Chem. 12:314, 1966.

In the performance of routine determinations of

serum chloride by the automated method, which
depends on halide displacement of mercury from
the thiocyanate complex, 4 cases of bromide poi-

soning were detected. Experimental evidence shows
the halide substitution to be an equilibrium, with

higher formation constants for the heavier halide

ions. As a result, the chloride determination simul-

taneously become a screen for brominism since the

presence of appreciable quantities of bromide ion

in serum will produce apparently high chloride

values.

* * *

TISSUE REACTIONS TO THE PLASTIC
TOOTH IMPLANT. Gerald Shklar, D.D.S.,
Milton Hodosh, D.M.D., and Morris Povar,

D.V.M. Oral Surg. 22:349, 1966.

Substantial clinical, radiographic, and micro-
scopic evidence of the biologic acceptance of the

plastic tooth implant by the surrounding perio-

(Continued on next page)
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dontal tissues is reported by Hodosh and associates.

In general terms, the clinical health of the gingiva

and periodontal tissues has been excellent. After

3 to 5 years, gingival health generally was equal

or superior to that observed in relation to the

baboon’s natural teeth.

Histological observations show that the implant

is surrounded by a connective tissue membrane
and normal alveolar bone. The periodontal fibers

are dense and appear to be oriented parallel to the

long axis of the implant.

The alveolar bone is healthy and presents evi-

dence of osteoblastic activity with the deposition of

osteoid. Bone resorption is not found in relation

to the successful implant. A normal osteoblastic-

osteaclastic equilibrium is maintained.

No evidence whatever of dysplastic epithelial or

connective tissue changes has been observed. There

has not been the slightest histologic indication of

premalignant lesions, and certainly there has been

no occurence of malignant transformation resulting

from tissue contact with polymethacrylate.

It may be concluded that considerable evidence

points to the acceptance of the principle of the

plastic tooth implant and that continuing investi-

gation may offer further information on the many
complexities of the plastic tooth implant story.

* * *

EARLY DIAGNOSIS OF CEREBRAL PALSY
BY ASSESSMENT OF UPPER EXTREMI-
TIES. Eric Denhoff, M.D., and Raymond H.

Holden, Ed.D. Clin. Orthop. 46:37, 1966.

A review of postural reflex significance and the

significance of psycho-development on hand use in

cerebral palsy. Emphasis is also placed on gnosias

or sensory losses of extremities. It was pointed out

that early evaluation of upper extremities could

provide clues to early diagnosis of cerebral palsy

when attention is paid to developmental criteria

and espicially postural reflexes and tonus.

It is important to recognize that unquestionably

there can be a changing diagnosis in some cases

of cerebral palsy which appear severe at birth or

early infancy can resolve or in other cases in which

the infants appear normal and later develop neuro-

motor changes.

Orthopedic surgery to the upper extremities are

contra-indicated if there are sensory deprivations

of the hands.

* * *

DEVELOPMENTAL HIGHLIGHTS. Eric Den-

hoff, Clin. Orthop. 47:19, 1966.

This paper was written to acquaint the ortho-

pedic surgeon with various non-orthopedic com-
plications of cerebral palsy. In this area emphasis
was placed more on the findings in the lower ex-

tremities whereas in a previous concentrated on
upper extremity pathology.

The paper pointed out that orthopedically there

were five key developmental periods ranging from
the peri-natal days through the post-school years.

The early months of life are dedicated to diagnosis

between the ages of 2 and 3 a decision must be
made whether the orthopedic surgeon will use

braces, exercise, or orthopedic surgery.

A review of development of gross and fine

motor skills as well as speech and language
skills was outlined for the surgeon. Emphasis was
made that certain items were more important than

others at different ages. Thus, in the early years

gait patterns are important, in scholastic years the

perceptual-sensory motor skills must be developed

while in adolescent years it must be recognized

that emotions enter into and interfer with func-

tions. For proper orthopedic timing there is a need

to understand all aspects of cerebral palsy men-
tioned.

* * *

CEREBRAL DYSFUNCTION. A Treatment Pro-

gram for Young Children. Edited by Eric Den-
hoff, M.D., and Margaret Langdon, A.M. Clin.

Pediat. 5:332, 1966.

In a recent symposium, we described a treat-

ment program for young children which we feel

provided a sound basis for rehabilitation until the

research is completed to help us decide better ap-

proaches.

In essence, we prescribe to following principles:

( 1 ) An active program based upon deve'opmental

needs is effective when used early. It is important

both for the parents support, and that it may help

to modify various areas of dysfunction. (2) The
program should be comprehensive and involve all

specialties concerned with the developmental pro-

cesses. A good pediatric approach is to prescribe

medication to affect favorably behavior and to

modify aberrant muscle tonus. Then referral to a

developmental center for aids in development.

These are in the form of gross motor, fine motor,

and language skills. Early treatment for various

types of Cerebral Palsy are the same. Orthopedic

help, either as braces, casts, or surgery depending

upon the type of cerebral palsy, is used between

the ages of 3 and 4 to help overcome obstacles to

walking. The goal of early treatment is for success-

ful schooling. A variety of perceptual experiences

are used in preparing the child for scholastics. As

the child grows, we hope enough rubs off to help

him in a vocational setting.
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Eczema of many years...

controlled in two weeks

Before treatment After treatment —
with ARISTOCORT Topical

Ointment 0.1% for two weeks

ARISTOCORT® Triamcinolone Acetonide Top-

icals have proved exceptionally effective in the

control of various forms of eczema: allergic,

atopic, nummular, psoriatic, and mycotic.

In most cases responsive to topical

ARISTOCORT, the 0.1% concentration is suffi-

ciently potent. The 0.5% concentration provides

enhanced topical activity for patients requiring

additional potency for proper relief.

Administration and Dosage: Apply sparingly to the

affected area 3 or 4 times daily. Some cases of psoriasis

may be more effectively treated if the 0.1% Cream or
Ointment is applied under an occlusive dressing.

Contraindications: Tuberculosis of the skin, herpes
simplex, chicken pox and vaccinia.

Precautions and Side Effects: Do not use in the eyes
or in the ear (if drum is perforated). A few individuals

react unfavorably under certain conditions. If side

Aristocort Topical

Triamcinolone Acetonide

LEDERLE LABORATORIES, A Division of

effects are encountered, the drug should be discon-

tinued and appropriate measures taken. Use on infected

areas should be attended with caution and observation,

bearing in mind the potential spreading of infection

and the advisability of discontinuing therapy and/or
initiating antibacterial measures. Generalized derma-
tological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for

remissions of dermatoses, especially of allergic origin

cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-
permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized

atrophy and striae have been reported with the use of

steroids by the occlusive technique. When occlusive

nonpermeable dressings are used, the physician should
be aware of the hazards of suffocation and flamma-
bility. The safety of use on pregnant patients has not
been firmly established. Thus, do not use in large amounts
or for long periods of time on pregnant patients.

Available in 5 Gm. and 15 Gm. tubes and V2 lb. jars.

PHOTOGRAPHS COURTESY OF M. M. NIERMAN, M.D.

Ointment 0.1% and Cream 0.1%, 0.5%
Also available in foam form.

American Cyanamid Company, Pearl River, New York

406-6
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:
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EDALOGY
(Concluded from Page 646)

oid infiltrates in thyroid glands from a geographic

area deficient in dietary iodine and corroborates the

low incidendence of lymphocytic thyroiditis and
absence of Hashimoto’s thyroiditis.

Compared with a population in Michigan dur-

ing a period before iodine prophylaxis, there was a

much higher incidence of adenoma and a much low-

er incidence of diffuse glandular hyperplasia.

Carcinoma of the thyroid gland in this popula-

tion is almost four times more common than in the

preiodine prophylaxis era in Michigan 40 years be-

fore.

Surgical thyroid disease in northern Thailand has

been studied to serve as a baseline for future com-

parison in order to anticipate the predictable evo-

lution of thyroid disease under the influence of

widespread iodine prophylaxis and changing meth-

ods of treatment.

. . . Headington, J. T., and Tantajumroon,

Taweepan: Arch. Surg. 95:157, 1957

* * *

AUTOPSIES AND INCIDENCE OF DISEASE

AMONG SOUTHWESTERN AMERICAN INDIANS
Studies of southwestern American Indians have

revealed significant differences in disease incidence

and health problems in this group as compared with

the general population. The autopsy data cover a

five-year interval and represent about one-fifth of

all deaths occurring in southwestern Indians during

this period.

While the overall incidence of malignant disease

does not differ from that of the general population,

there is a marked difference in distribution by prim-

ary site of the neoplasms. The most common prim-

ary site of tumor is the gallbladder and biliary tree,

its incidence being more than six times that of the

general population. Malignant diseases of the kid-

ney, liver, and prostate were more frequent than

expected, while the incidence of carcinoma of the

stomach, colon, and lung was less than in the gen-

eral population.

Cholelithiasis, tuberculosis, and portal cirrhosis

were more frequent than in the general population.

There were no differences in occurrence of these

diseases among the various tribes. Two conditions,

however, did show a marked difference. The inci-

dence of diabetes mellitus is extremely high among
the Pima Indians, occurring in 38.9 per cent of all

Pima adults autopsied. This figure corresponded to

clinical data for this tribe. Congenital malforma-

tions of all types were most frequent among Apache

Indians of all ages, including several instances of

congenital heart disease.

. . . Reichenbach, D. D.: Arch. Path: 84:81,

1967



WHEN ANXIETY
ISASIGNIFICANT
COMPONENTOFTHE
CLINICAL PROFILE

(chlordiazepoxideHCI)
Also available as
LIBRITABS™ (chlordiazepoxide)

5-mg, 10-mg, 25-mg tablets

Before prescribing, please consult complete product information, a summary of which follows:

Contraindications
: Patients with known hypersensitivity to the drug.

Warnings
: Caution patients about possible combined effects with alcohol and other CNS depressants. As with all

CNS-acting drugs, caution patients against hazardous occupations requiring complete mental alertness (e.g.,

operating machinery, driving). Though physical and psychological dependence have rarely been reported on
recommended doses, use caution in administering to addiction-prone individuals or those who might increase

dosage; withdrawal symptoms (including convulsions), following discontinuation of the drug and similar to

those seen with barbiturates, have been reported. Use of any drug in pregnancy, lactation, or in women of child-

bearing age requires that its potential benefits be weighed against its possible hazards.

Precautions
; | n the elderly and debilitated, and in children over six, limit to smallest effective dosage (initially

10 mg or less per day) to preclude ataxia or oversedation, increasing gradually as needed and tolerated. Not
recommended in children under six. Though generally not recommended, if combination therapy with other
psychotropics seems indicated, carefully consider individual pharmacologic effects, particularly in use of

potentiating drugs such as MAO inhibitors and phenothiazines. Observe usual precautions in presence of im-
paired renal or hepatic function. Paradoxical reactions (e.g., excitement, stimulation and acute rage) have been
reported in psychiatric patients and hyperactive aggressive children. Employ usual precautions in treatment of

anxiety states with evidence of impending depression; suicidal tendencies may be present and protective meas-
ures necessary. Variable effects on blood coagulation have been reported very rarely in patients receiving the
drug and oral anticoagulants; causal relationship has not been established clinically.

Adverse Reactions
; Drowsiness, ataxia and confusion may occur, especially in the elderly and debilitated. These

are reversible in most instances by proper dosage adjustment, but are also occasionally observed at the lower
dosage ranges. In a few instances syncope has been reported. Also encountered are isolated instances of skin
eruptions, edema, minor menstrual irregularities, nausea and constipation, extrapyramidal symptoms, in-

creased and decreased libido— all infrequent and generally controlled with dosage reduction; changes in EEG
patterns (low-voltage fast activity) may appear during and after treatment; blood dyscrasias (including agran-
ulocytosis), jaundice and hepatic dysfunction have been reported occasionally, making periodic blood counts
and liver-function tests advisable during protracted therapy.

Usual Daily Dosage
; Individualize for maximum beneficial effects. Oral— Adults: Mild and moderate anxiety and

tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to

q.i.d. (See Precautions.)

Supplied
: Librium® (chlordiazepoxide HCI) Capsules, 5 mg, 10 mg and 25 mg—bottles of 50. Libritabs T M

- (chlor-

diazepoxide) Tablets, 5 mg, 10 mg and 25 mg— bottles of 100. With respect to clinical activity, capsules and
tablets are indistinguishable.

Roche Laboratories • Division of Hoffmann-La Roche Inc • Nutley, N.J. 07110



CLAIMS MANAGER . . . HAROLD CONWAY

Here’s the face of the voice on the other end of the phone when

you call Physicians Service. Harold manages a department of 27

specialists devoted to prompt and efficient processing of your

surgical-medical claims.

Many doctors and medical assistants have already discovered that

Harold can provide practical advice on how to file that “unusual”

claim, or how to arrange for a review of a claim already processed

and paid. In addition, he will be pleased to discuss those

Individual Consideration cases with you.

So whenever you need advice on Physicians Service claims, feel

free to call Harold Conway, 831-7300 extension 275.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. I. 02901
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CLINICAL PRECISION IN THE USE
OF ANTIMICROBIAL AGENTS Vol. L, No. 10
by Louis Weinstein, M.D.
. . . See Page 681 Table of Contents, Page 653

Among the adjuncts to the physician’s skill

Darvon® Compound-65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

S&fy

Additional information available to the medical profession upon request.

ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA 46206
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Dilantin
(diphenylhydantoin)
PARKE-DAVIS

In untold thousands of

epileptic patients...

Dilantin has been, and

continues to be, the

bedrock of therapy.

DILANTIN is useful in the treatment of grand mal
epilepsy and certain other convulsive states. Its

use will prevent or greatly reduce the incidence

and severity of convulsive seizures in a substan-

tial percentage of epileptic patients, without the

hypnotic and narcotizing effects of many anti-

convulsant drugs.

PRECAUTIONS: Periodic examination of the blood

is advisable. Nystagmus in combination with diplo-

pia and ataxia indicates dosage should be re-

duced. The possibility of toxic effects during

pregnancy has not been explored. ADVERSE
REACTIONS: Allergic phenomena such as poly-

arthropathy, fever, skin eruptions, and acute gen-
eralized morbilliform eruptions with or without

fever. Rarely, dermatitis goes on to exfoliation with

hepatitis, and further dosage is contraindicated.

Gingival hypertrophy, hirsutism, and excessive

motor activity are occasionally encountered. Dur-

ing initial treatment, side effects may include gas-

tric distress, nausea, weight loss, nervousness,

sleeplessness, feeling of unsteadiness. Macrocy-
tosis, megaloblastic anemia, leukopenia, granulo-

cytopenia, thrombocytopenia, pancytopenia,

agranulocytosis, and aplastic anemia have been
reported. Nystagmus, lymphadenopathy, lupus

erythematosus, erythema multiforme (Stevens-

Johnson syndrome), and a syndrome resembling

infectious mononucleosis with jaundice have occurred.

DILANTIN is supplied in several forms including

Kapseals® containing 0.1 Gm. and 0.03 Gm.
diphenylhydantoin sodium.

Parke, Davis & Company, Detroit, Michigan 48232

The color combinations of the banded capsules are
Parke-Davis trademarks. The orange-banded white capsule
identifies Parke-Davis 0.1 Gm. diphenylhydantoin sodium;
the pink-banded white capsule 0.03 Gm. diphenylhydantoin sodium

PARKE-DAVIS
01 5R67



ISP® DISPOSABLE UNIT
f&D BRAND OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

(50 mg. per ml.)

1MSULPHALEIN 5

I A COMPLETE,

TERILE,

ISPOSABLE,

ECONOMICAL

'ATIENT-UNIT.

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete individual patient-unit.

Each BSP Disposable Unit contains a

sterile syringe with the 5 mg./ kg. BSP

dosage schedule imprinted on the barrel,

a sterile needle, alcohol swab and a 7.5 ml.

or 10 ml. size ampule of terminally

sterilized Bromsulphalein solution.

This all-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor— the most

costly commodities.

IYNSON, WESTCOTT & DUNNING, INC.
( BSPD3

)

BALTIMORE, MARYLAND 21201



BARBARA FEDAK . . . DOCTOR SERVICE SECTION
In this modern era of computers is progress worth the price of a smile?

From the many doctors, medical assistants and subscribers who receive

Barbara's pleasant and courteous service . . . the answer to this

question would be a resounding “no”.

And even a computer couldn't improve upon Barbara's sharp memory
for names and codes. After seven years experience with Physicians Service

she automatically knows what codes and identification numbers should be

assigned to each claim. Barbara also has the information about subscriber

benefits at her fingertips. In other words, she knows her work and

doesn’t keep busy doctors and medical assistants waiting for

important information.

Barbara’s experience and training make her a valuable asset to our

newly formed “Doctor Service” Department. She is one of a team of

trained specialists who are here to provide answers to routine and

not-so-common questions doctors may have.

Next time you have a question relating to verification or approval of a

claim, or just about anything involving claims assistance, call the

“Doctor Service” Department at Physicians Service.

Barbara’s number is 831-7300, extension 371.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. I. 02901
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“George wants to know if it’s okay to take his cold

medicine now, Doctor, instead of seven o'clock?”



The long-continued action of Novahistine LP

should help you both get a good night's sleep.

Two tablets in the morning and two in the evening

will usually provide round-the-clock relief by help

ing clear congested air passages for freer breathing

Novahistine LP also helps restore normal mucus

secretion and ciliary activity— normal physiologic

defenses against infection of the respiratory tract

Use cautiously in individuals with severe hyper

tension, diabetes mellitus, hyperthyroidism or

urinary retention. Caution ambulatory patients that

drowsiness may result. Each Novahistine LP tablet

contains: phenylephrine hydrochloride, 25 mg., and

chlorpheniramine maleate, 4 mg.

NOVAHISTINE® LP

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis
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THE WASHINGTON SCENE

A Summary Report Prepared by the Washington Office

of the American Medical Association

The American Medical Association strongly op-

posed a suggestion that doctors’ fees under medi-

care be based on Blue Shield schedules.

The suggestion wa'} made to AMA officials

while they were testifying before the Senate Fi-

nance Committee on the House-approved social

Security bill which includes amendments to the

medicare and medicaid programs. Dr. Samuel R.

Sherman, San Francisco, chairman of the AMA’s
Council on Legislative Activities, said there would

be heavy opposition from the medical profession

to any change from the present usual-and-custom-

ary fees.

Dr. Milford O. Rouse, president of the AMA,
gave general approval to the bill passed by the

House which, he pointed out, incorporated a num-

ber of changes recommended by the AMA. He
said further substantive changes better could await

the knowledge that one or two more years of ex-

perience would bring. However, he urged that con-

sideration then be given to major changes in Medi-

care Plan B which covers physicians’ services.

"We believe it is possible for the Congress, the

medical profession and others interested in -the

subject to develop a new mechanism for deliver-

ing medical care to people over 65 that would be

consistent with existing private sector mecha-

nisms,” Dr. Rouse said.

“
. . . the Congress realizes it has an open-end

program with rising and perhaps uncontrollable

costs. We believe that it is possible, and would be

eminently practical, to devise another approach

that could solve problems which beset Part B. One

possibility, for example, might be to substitute

for the Part B program a subsidy to all eligible

persons, to be used for the purchase of private

health insurance. Such an approach could have

many advantages.

“The eligible over-65 patient would have a

qualified private insurance program of his choice,

at no greater expense than he has under the Part

B Medicare program; carriers would have a great-

er responsibility for their own performance with

an opportunity to exercise initiative; the physician

would continue to deal with his over-65 patient in

every respect in the same way as he did before

the patient’s birthday; and the Congress would

have a program with defined costs, and one which

would offer the nation a comparison of mechanisms
in use to meet the problems of financing health

care of the elderly.”

Other points in the AMA testimony included:

—Beginning with the provisions of Title XVIII
(Medicare), the (House) bill does not place the

disabled of all ages under Medicare, as had been

proposed earlier. We think the House acted wisely

in establishing instead, a special Advisory Council

to study the problems related to the inclusion of

this group and to study the costs involved.

—In addition to the present method of payment
for physician’s services, the (House) bill provides

two new options: either the physician can submit

his itemized bill directly to the carrier, in which

case payment of 80 per cent of the reasonable

charge would be made to him, providing the full

charges does not exceed the reasonable charge, or

to the patient at his direction; or the patient may
submit the itemized bill and be paid 80 per cent

of the reasonable charge. From the program’s in-

ception, the AMA has urged that the payment be

permitted on the basis of an itemized statement of

charges.

—Outpatient hospital diagnostic services would

be transferred to Part B of Title XVIII and be

subject to the deductible and coinsurance features.

This is in keeping with our recommendation to the

House Ways and Means Committee that outpatient

services be included under Part B, and so remove

the administrative difficulty of distinguishing be-

tween therapeutic and diagnostic services.

-—The bill eliminates both the requirement for

initial physician certification for hospitalization of

(Concluded on page 662)



DUAL PROBLEM !N PEPTIC ULCER
Relief of hyperacidity is still a primary goal in the treatment of peptic

ulcer. And antacids are the most widely used means of achieving this

relief. But antacids alone cannot influence the distention and bloating

which so often add to ulcer distress.

THIS IS WHY MYLANTA® PROVIDES:
the two most widely used antacids—magnesium and aluminum hydrox-

ides—to help secure rapid acid neutralization with little chance of laxa-

tion or constipation;
PLUS

the defoaming action of simethicone—to help relieve the painful gas

symptoms which often accompany peptic ulcer.

nonfatiguing flavor/smooth pleasant texture; both
assure patient cooperation during long-term therapy.

Stuart
j
Division of/ATLAS CHEMICAL INDUSTRIES. INC. / Pasadena, Calif.



“All Registered Nurses are Alike”

It stands to reason. They all go through the same

training; they all have to pass the same tests; they

all have to measure up to the same standards.

Therefore, all registered nurses are alike.

That’s nonsense, of course. But it’s no more non-

sensical than what some people say about aspirin.

Namely: since all aspirin is at least supposed to

come up to certain required standards, then all

aspirin tablets must be alike.

Bayer’s standards are far more demanding. In

fact, there are at least nine specific differences

involving purity, potency and speed of tablet dis-

integration. These Bayer® standards result in sig-

nificant product benefits including gentleness to

the stomach, and product stability that enables

Bayer tablets to stay strong and gentle until they

are taken.

So next time you hear someone say that all

aspirin tablets are alike, you can say, with confi-

dence, that it just isn’t so.

You might also say that all registered nurses

aren’t alike, either.



A Building Block approach
to treating hypertension

With these three therapeutic building blocks

you can create a once-a-day regimen to fit almost any degree

of hypertension. See the following pages for details . .

.



Consider starting your hypertensives

on this basic thiazide

A single daily dose of Enduron provides

sodium excretion around the clock

Enduron is a true 24-hour single-dose thiazide.

Its sodium excretion is not squeezed into an

abrupt peak during the first several hours. It

is well-sustained in a plateau-like effect—with

little reduction for the first 12 hours, and de-

cline thereafter only gradual.

Potassium loss, by contrast, is low. It reaches

an early minor peak, then subsides rapidly.

Moreover, since dosage is but once a day,

there is but one daily peak of potassium loss.

As with all thiazides, however, dietary potas-

sium supplementation should also be con-

sidered, especially in long or intensive therapy.

Use Enduron as an ideal starting therapy in

mild hypertension. Use it too, as a basic thera-

peutic building block with which other agents

can be joined, for managing your more re-

sistant hypertensives.

Once a day, every day

ENDURON 9

METHYCLOTHIAZIDE

Minimum Usual Intermediate Maximum

DAILY
DOSAGE
RANGE u JJ »« nil

2.5 mg. tablet 5 mg. tablet 7.5 mg. 10 mg.

See Brief Summary on final page of advertisement.



To build added response,

shift to Enduronyl

The deserpidine component adds

enhanced antihypertensive activity

The rauwolfia component of Enduronyl is de-

serpidine (Harmonyl®), a purified crystalline

alkaloid supplied only by Abbott. It augments

Enduron with its own antihypertensive and

tranquilizing action.

Thus the combined clinical effect of these two

therapeutic building blocks in Enduronyl is

greater than can ordinarily be achieved with

either alone.

To add flexibility, Enduronyl comes in two

strengths: regular and Forte. Both provide 5

mg. of Enduron. The variation is where most

helpful: in the deserpidine. The tablets are

scored, and give a surprisingly wide and

economical choice of once-a-day doses (see

below).

Choose Enduronyl for your patients in the

broad range of mild to moderate hypertension.

Patient acceptance is excellent!

Once a day, every day

enduronyl:
METHYCLOTHIAZIDE 5 MG. WITH DESERPIDINE 0.25 MG.

ENDURONYL FORTE
1ETHYCL0THIAZIDE 5 MG. WITH DESERPIDINE 0.5 MG.

Minimum Usual Intermediate Maximum
DAILY

DOSAGE
RANGE

fj O) UJ ST LU 1:
2.5 mg. methyclothiazide 5 mg. methyclothiazide 7.5 mg. methyclothiazide 10 mg. methyclothiazide
0.125 mg. deserpidine 0.25 mg. deserpidine 0.375 mg. deserpidine 0.5 mg. deserpidine

DAILY

DOSAGE
RANGE 2.5 mg. methyclothiazide

0.25 mg. deserpidine
5 mg. methyclothiazide
0.5 mg. deserpidine

7.5 mg. methyclothiazide
0.75 mg. deserpidine

10 mg. methyclothiazide
1 mg. deserpidine

See Brief Summary on final page of advertisement. 707075-

R



Eutonyl affords a different kind of

basic therapy for moderate to severe cases

Effect tied to reduced peripheral vascular

resistance; no central depressant action

Eutonyl is a unique nonhydrazine agent. It is

reported to act by reducing peripheral vascu-

lar resistance. 1 - 2

In clinical trials, significant reductions in mean

blood pressure were seen in 84% of patients

studied— all were moderate to severe cases.

Eutonyl lowers diastolic in proportion to sys-

tolic, and in about half of the cases studied,

reductions in the sitting and recumbent posi-

tions were nearly as great as in the standing

position.

Most important: There is no central depressant

action. In fact, some patients reported an in-

creased sense of well being.

Here, then, is a highly effective basic treatment

for moderate to severe cases—and one that will

not hamper your patient with lethargy or drow-

siness while on treatment.

Once a day, every day

EUTONYL!
PARGYLINE HYDROCHLORIDE

Minimum Usual starting Intermediate Maximum
DAILY
DOSAGE
RANGE V J J ) S J

10 mg. tablet 25 mg. tablet 50 mg. tablet

or as needed
200 mg

1. Brest, A. N., et at.. Cardiac and Renal Hemodynamic Response to Pargyline, Ann. N. Y. Acad. Sci., 107-1016, 1963.

2. Winsor, T., Pargyline Hydrochloride, Hypertension, Urinary Tryptamine, and Vascular Reflexes, Geriatrics, 19:598, Aug., 1964.

See Brief Summary on final page of advertisement.



Eutron adds thiazide for enhanced
therapy with milder side effects

Only a 7/4 mm. span between standing and recumbent pressures

in clinical trials—reduced chance of orthostatic hypotension

The combining of Eutonyl and Enduron in Eu-

tron permits a significantly greater antihyper-

tensive effect than with either agent used

alone. This in turn may allow therapeutic suc-

cess with lesser dosage—and correspondingly

milder side effects.

A significant finding in clinical trials was the

drug’s action in lowering blood pressure to

nearly equal levels in all body positions. Total

average spread between standing and recum-

bent readings (after treatment) was only 7/4

mm. Hg.

Thus, in your moderate to severe cases, Eutron

affords a usually smooth course of therapy,

often with reduced likelihood of orthostatic ef-

fects. (The usual precautions against rising

suddenly, of course, will always apply.) And,

because of the thiazide component, Eutron

may be used in the presence of congestive

heart failure.

Once a day, every day

EUTRON M

PARGYLINE HYDROCHLORIDE 25 MG.

WITH METHYCLOTHIAZIOE 5 MG.

Minimum Usual starting Intermediate Maximum

DAILY

DOSAGE
RANGE 4)

12.5 mg. pargyline
hydrochloride and 2.5 mg.

methyclothiazide

25 mg. pargyline
hydrochloride and 5 mg.

methyclothiazide

5

37.5 mg. pargyline
hydrochloride and 7.5 mg.

methyclothiazide

50 mg. pargyline
hydrochloride and 10 mg.

methyclothiazide

See Brief Summary on final page of advertisement.
I
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ENDURON ENDURONYL
METHVCIOTHIAZIDE Each tablet contains

Methyclothiazide 5 mg. with

Deserpidine 0.25 mg. or 0.5 mg.

Indications: Enduron is used to control edema and mild

to moderate hypertension; also used with other drugs for

hypertension. Enduronyl is used in mild to moderately
severe hypertension; when used with Enduronyl, more
potent agents can be given at reduced dosage to mini-

mize undesirable side effects.

Contraindications: Neither Enduron nor Enduronyl should

be used in severe renal disease (except nephrosis) or

shutdown; in severe hepatic disease or impending hepatic

coma; in patients sensitive to thiazides. Hepatic coma
has been reported as a result of hypokalemia in patients

receiving thiazides.

Enduronyl is contraindicated in patients with severe

mental depression and suicidal tendencies, active peptic

ulcer, or ulcerative colitis.

Warnings: Consider possible sensitivity reactions in pa-

tients with a history of allergy or asthma. If added potas-

sium intake is indicated, dietary supplementation is rec-

ommended. Enteric-coated potassium tablets should be
reserved for cautious use only when adequate dietary

supplementation is not practical because those tablets

may induce serious or fatal small bowel lesions consisting

of stenosis with or without ulceration. These small bowel
lesions have caused obstruction, hemorrhage and per-

foration frequently requiring surgery. Medication should

be discontinued immediately if abdominal pain, disten-

sion, nausea, vomiting or Gl bleeding occurs.

Precautions: Use thiazides with caution in severe renal

dysfunction, impaired hepatic function, or progressive

liver disease. In surgical patients, thiazides may reduce
the response to vasopressors and increase the response
to tubocurarine. Use thiazides with caution in pregnancy
(bone marrow depression, thrombocytopenia, or altered

carbohydrate metabolism have been reported in certain

newborn infants). Also reported have been: blood dys-

crasias including thrombocytopenia with purpura, agran-

ulocytosis and aplastic anemia; elevations of BUN,
serum uric acid, or blood sugar. Symptomatic gout may
be induced. Antihypertensive response may be enhanced
following sympathectomy.

Use Enduronyl with caution in patients with a history

of peptic ulcer, as rauwolfias may increase gastric secre-

tion. Discontinue at the first sign of mental depression.

Rauwolfia alkaloids may increase hypotensive effects of

surgery or anesthesia, and should be discontinued two
weeks prior. They also lower the convulsive threshold

and shorten seizure latency. In epilepsy, dosage adjust-

ment of anticonvulsant medication may be necessary.
Alcohol, barbiturates, or narcotics may potentiate action

of deserpidine.

Adverse Reactions: During intensive or prolonged ther-

apy, guard against hypochloremic alkalosis and hypo-
kalemia (especially the latter if patient is on digitalis).

All patients should be observed for signs of hyponatremia
(“low-salt” syndrome). Reported thiazide reactions in-

clude: anorexia, nausea, vomiting, diarrhea, headache,
skin rash, dizziness, paresthesia, weakness, photosensi-
tivity, jaundice, and pancreatitis.

Reported rauwolfia reactions include: nasal stuffiness,

nausea, weight gain, diarrhea, aggravation of peptic ul-

cer, epistaxis, skin eruption, and reduction of libido and
potency. Excessive drowsiness, fatigue, weakness, and
nightmares may signal early signs of mental depression.

EUTONYL EUTRON™
PARGTLINE HYDROCHLORIDE Each tablet contains

Pargyline Hydrochloride 25 mg.
with Methyclothiazide 5 mg.

Indications: For treatment of patients with moderate to

severe hypertension, especially those with severe dias-

tolic hypertension. Not recommended for patients with

mild or labile hypertension amenable to therapy with

sedatives and/or thiazide diuretics alone. It is desirable

to establish the dosage of Eutron by administering com-
ponent drugs separately.

Contraindications: Pheochromocytoma, advanced renal
disease, increasing renal dysfunction, paranoid schizo-
phrenia and hyperthyroidism. Hepatic coma has been
reported as consequence of hypokalemia with thiazide
therapy. Until further experience is gained not recom-
mended for patients with malignant hypertension, chil-

dren under 12, or pregnant patients.

Concomitant use of the following is contraindicated:
other monoamine oxidase inhibitors; parenteral forms of

reserpine or guanethidine; sympathomimetic drugs; foods
high in tyramine such as cheese; imipramine and ami-
triptyline, or similar antidepressants; methyldopa. 2 week
interval should separate therapy and use of these agents.

Methyclothiazide is contraindicated in patients with
known sensitivity to thiazides.

Warnings: Pargyline hydrochloride is a monoamine oxi-

dase inhibitor. Warn patients against eating cheese, and
using alcohol, proprietary drugs or other medication
without the knowledge of the physician. When indicated,
alcohol, narcotics (meperidine should be avoided), anti-

histamines, barbiturates, chloral hydrate, and other hyp-
notics, sedatives, tranquilizers, or caffeine, may be used
cautiously in reduced dosage. In emergency surgery Va

to Vs the usual dose of narcotics, analgesics, and other
premedications should be used avoiding parenteral ad-
ministration where possible. Carefully adjust dose of an-
esthetics to response of patient. Withdraw pargyline two
weeks before elective surgery.

Warn patients about the possibility of postural hypo-
tension. Those with angina or coronary artery disease
should not increase physical activity with an improve-
ment in well being. Pargyline may lower blood sugar.

Avoid use of enteric-coated potassium tablets, as
these may induce serious or fatal small-bowel lesions
consisting of stenosis with or without ulceration. These
small-bowel lesions have caused obstruction, hemor-
rhage and perforation frequently requiring surgery. Med-
ication should be discontinued immediately if abdominal
pain, distension, nausea,- vomiting or Gl bleeding occurs.
These products contain no added potassium salts and if

added potassium intake is desired, dietary supplemen-
tation is recommended. Coated potassium tablets should
be reserved for cautious use when adequate dietary

supplementation is impractical. In patients with a his-

tory of allergy or asthma the possibility of sensitivity

reactions should be considered.

Precautions: Measure blood pressure while patient is

standing to determine antihypertensive effect. Use with
caution in hyperactive or hyperexcitable persons. Such
persons may show increased restlessness and agitation.

Withdraw drug during acute febrile illness. Watch pa-
tients with impaired renal function for increasing drug
effects or elevation of BUN and other evidence of pro-
gressive renal failure; withdraw drug if such alterations

persist and progress. Use with caution in patients with

liver disease. As with all new drugs, complete blood
counts, urinalyses, and liver function tests should be
performed periodically. With prolonged therapy, examine
patients for change in color perception, visual fields

and fundi. Also reported have been: blood dyscrasias
including thrombocytopenia with purpura, agranulocytosis
and aplastic anemia; elevations of BUN, serum uric acid,

or blood sugar. Symptomatic gout may be induced. In

surgical patients thiazides may reduce response to vaso-
pressors and increase response to tubocurarine.

Adverse Reactions: Pargyline may be associated with
orthostatic hypotension. Mild constipation, slight ede-
ma, dry mouth, sweating, increased appetite, arthralgia,

nausea and vomiting, headache, insomnia, difficulty in

micturition, nightmares, impotence, delayed ejaculation,

rash, and purpura have been encountered with pargy-
line. Hyperexcitability, increased neuromuscular activ-

ity (muscle twitching) and other extrapyramidal symp-
toms have been reported in a few patients with reduced
cardiac reserve.

During intensive or prolonged therapy, guard against
hypochloremic alkalosis and hypokalemia (especially

the latter if patient is on digitalis). Observe all patients

for signs of hyponatremia (“low salt" syndrome).
Reported thiazide reactions also include anorexia,

nausea, vomiting, diarrhea, headache,
dizziness, paresthesia, weakness, skin

rash, photosensitivity, jaundice, and pan-
creatitis. Nocturia has been observed
with the combination. 709075R

TM-Trademark.
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Diagnosis:

cystitis?

pyelonephritis?

pyelitis?

urethritis?

prostatitis?

in any case,

usually gram-negative*

Therapy:

two 500 mg. Caplets® q.i.d.
(initial adult dose)

NegGram
Brand of

nalidixic acid
a specific anti-gram-negative

eradicates most urinary

tract infections...

• Low incidence of untoward effects; no fungal

overgrowth, crystalluria, ototoxic or nephrotoxic
effects have been observed.

• “Excellent” or “good" response reported in

more than 2 out of 3 patients with either chronic
or acute gram-negative infections. 1

I lions: Urinary tract infections caused by gram-negative and some gram-
i e organisms.

fleets: Mainly mild, transient gastrointestinal disturbances; in

onal instances, drowsiness, fatigue, pruritus, rash, urticaria, mild

philia, reversible subjective visual disturbances (overbrightness of

change in visual color perception, difficulty in focusing, decrease in

acuity and double vision), and reversible photosensitivity reactions.

1 overdosage, coupled with certain predisposing factors, has produced
onvulsions in a few patients.

itlons: As with all new drugs, blood and liver function tests are advis-

uring prolonged treatment. Pending further experience, like most
1 therapeutic agents, this drug should not be given In the first trimester

jnancy. It must be used cautiously in patients with liver disease or
impairment of kidney function. Because photosensitivity reactions have

i ed in a small number of cases, patients should be cautioned to avoid
' ;ssary exposure to direct sunlight while receiving NegGram, and if a
1 >n occurs, therapy should be discontinued. The dosage recommended
ilts and children should not arbitrarily be doubled unless under the
I supervision of a physician. Bacterial resistance may develop.

' esting the urine for glucose in patients receiving NegGram, Clinistix®
i ht Strips or Tes-Tape® should be used since other reagents give a
: ositive reaction.

> e: Adults: Four Gm. daily by mouth (2 Caplets® of 500 mg. four times
'or one to two weeks. Thereafter, if prolonged treatment Is indicated,

‘ sage may be reduced to two Gm. dally. Children may be given
! ;imately 25 mg. per pound of body weight per day, administered in

' i doses. The dosage recommended above for adults and children
> not arbitrarily be doubled unless under the careful supervision of a
I ian. Until further experience is gained, infants under 1 month
! not be treated with the drug.

i upplied: Buff-colored, scored Caplets® of 500 mg. for adults, conve-
1 ' available in bottles of 56 (sufficient for one full week of therapy) and in
1 J of 1000 . 250 mg. for children, available in bottles of 56 and 1000.

! inces: (1) Based on 23 clinical papers, 1512 cases. Bibliography on
: st. (2) Bush, I. M., Orkin, L. A., and Winter, J. W., in Sylvester, J. C.:
1 icrobial Agents and Chemotherapy - 1964, Ann Arbor, American
1 lyfor Microbiology, 1965, p. 722.

* ithrop
1 hrop Laboratories, New York, N. Y. 10016

*As many as 9 out of 10 urinary tract infections are now caused
by gram-negative organisms: E. coli, Klebsiella, Aerobacter,
Proteus, Paracolon or Pseudomonas 2

. . . However, infections of the
urethra and prostate caused by non-gonococcal gram-negative
organisms are believed to be less prevalent.
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THE WASHINGTON SCENE
(Concluded from Page 656)

Medicare patients and the requirement for physi-

cian certification for outpatient hospital services.

The AMA recommended the elimination of initial

certification and the subsequent recertification. We
continue to recommend the addition of this second

step to eliminate the requirement of any certifica-

tion, since any need in this regard will be satisfied

by the work of the medical review or utilization

review committee.

—We believe that physicians, having been

brought under Social Security, should be accorded

the same privilege and opportunity for reaching

a fully insured status as was accorded other pro-

fessional groups when they were included in the

program. Accordingly, we urge this Committee to

consider the adoption for physicians of an “alter-

native insured status” similar to that permitted

by the amendments of 1954 and 1956 which

brought into the program many new groups of

people and professional self-employed persons, in-

cluding lawyers. Further, we urge this Committee

to consider amendments that would “drop out” an

appropriate number of years for physicians to make

their eligibility for cash benefits both equitable

and realistic.

—We must oppose the drug legislation offered

before this Committee as amendments to H.R.

12080. We would suggest that rather than to enact

such legislation it would be worthwhile at this time

to study in depth, all the economic and therapeutic

factors Which enter into the use of prescription

drugs.
* * * * *

The federal government has stepped up its cam-

paign against cigarette smoking with the issuance

of a new report and the appointment of a Lung

Cancer Task Force.

A second Public Health Service report on the

subject summarizes three and one-half years of

research and study into the health dangers of

smoking. The Deptrtment of Health, Education

and Welfare said the report confirms and strength-

ens the conclusions of a 1964 report. The second

report provides new technical data on the rela-

tionship of smoking to cardiovascular, chronic

bronchopulmonary disease, cancer and other con-

ditions.

—Cigarette smokers have substantially higher

rates of death and disability than their nonsmok-

ing counterparts in the population. This means that

cigarette smokers tend to die at earlier ages and

experience more days of disability than comparable

nonsmokers.

—A substantial portion of earlier deaths and

excess disability would not have occured if those

affected had never smoked.

—If it were not for cigarette smoking, practi-

cally none of the earlier deaths from lung cancer

would have occurred; nor a substantial portion of

the earlier deaths from chronic broncho-pulmonary

diseases (commonly diagnosed as chronic bron-

chitis or pulmonary emphysema or both); nor a

portion of the earlier deaths of cardiovascular ori-

gin. Excess disability from chronic pulmonary and

cardiovascular diseases would also be less.

—Cessation or appreciable reduction of cigarette

smoking could delay or avert a substantial portion

of deaths which occur from lung cancer, a substan-

tial portion of the earlier deaths and excess dis-

ability from chronic bronchopulmonary diseases,

anl a portion of the earlier deaths and excess dis-

ability of cardiovascular origin.

Dr. Kenneth M. Endicott, director of the Na-
tional Cancer Institute, is chairman of the Lung
Cancer Task Force made up of 10 physicians and

scientists.

Dr. Endicott said that the group will concen-

trate on research for the development of a less

hazardous cigarette, prevention of occupational

cancer due to exposure of workers to cancer-caus-

ing substances ini their working environment, and

improvement of the present low lung cancer cure

rate of five per cent.

A HUSH...
fell over the saloon as all

eyes turned toward to tall

man in the white hat,

“Bully” Jones, range boss of

the Bar - X, rose from his

seat, gun in hand. “And who
might you be, stranger?” he

snarled. “Smith,” came the

calm reply, “H. O. Smith,”

“Not — not the Smith

who tamed Dodge City?”

quavered Jones, suddenly

death - white. “The same,”

answered the tall man, “and

I’ve come for a sparkling

glass of Warwick Club Pale

Dry Ginger Ale, available

in the full 32-ounce quart

bottle. It sings in the

glass . .
.”



WMm* i



Smog.smaze or smust.effects of air

pollution on upper respiratory tract

Nathan Flaxman, M.D., Diplomate, American Board of Internal Medicine, Chicago, Illinois

In Los Angeles it is smog (smoke and fog). In New
York City smaze (smoke and haze) . In El Paso smust

(smoke and dust). The original factor was smoke

plus such natural phenomena as fog, haze and dust,

but air pollution has mushroomed from a smoke

problem in our industrial cities into a major econom-

ic, esthetic and public health problem that affects

practically every American locality and citizen. 1,2

Respiratory disease, of course, is by far the most

costly effect of air pollution, for contaminated air

can aggravate our illnesses, deplete our strength

and shorten our life span. 1

presence of various materials polluting the air mq t

do this. A siege of smog in Denver, the "mile hii

city,” in December 1965 was accompanied by res -

ratory infection that doubled normal absentee ras

in schools, factories and city government. 10

Wh„e air pollution is only one factor, it has becoieij

important in the causes of most of the afflictions f

the respiratory tract. This has been shown not on

by the Denver occurrence, but also by detailed stuc J

of respiratory illness in a small group of 313 mi

The greatest problem in dealing with solid wastes

is that they are not quickly returned to dust. To aid

the decomposing process, the great bulk of such

waste is burned, polluting our air in the process. 3

Dr. Jack McKee of the California Institute of Tech-

nology 4 has calculated that in Los Angeles County,

which has more than six million people, about three

pounds of gaseous wastes per person per day (on a

dry-weight basis) enter the atmosphere. This is twice

as much as solid refuse disposal and six times as much

as the contaminants in waste water. It is estimated

that in New York City, 730 pounds of pollutants, a

little over half the size of a compact two-door sedan

of foreign make, is annually thrown into the air for

each man, woman and child in the city.
5

Air pollution is an evident factor, not only in the

common cold and upper respiratory disease, but also

in chronic bronchitis, 2 pulmonary emphysema, 6

bronchial asthma, 7 pneumonitis and lung cancer. 8

Its effect on the incidence of pulmonary tuberculosis

is unproved,9 although it is conceivable that the



om October 1962 to May 1963 when there were

)2 episodes involving the upper respiratory tract,

he attack rate of illness was related in time to in-

eased concentration of both smoke and sulphur

'oxide in the atmosphere of the district in which

e men lived.

ther factors often mentioned, include exposure to

I

iose who have colds, exposure to extreme changes

f temperature, allergy and bacterial infection.

|[owever, when low individual resistance due to

ck of rest, overwork, fatigue, improper or unbal-

lced diet, previous illness and emotional stress are

eluded as causes, we enter the realm of somewhat

Dscure relationships. Much more emphasis can be

iaced on the role of polluted air.

lie symptoms, signs and complications of involve-

fiient of the upper respiratory tract, especially the

f immon cold, are the same regardless of the causa-

ve factor. Swelling of the lining of the nose, the

i ratchy dry throat, the discharge from the nose at

Irst watery then thicker, discolored and more tena-

i ous, the eyes tearing, and frequent sneezing are

1 part of the Number 1 human ailment. Concur-

nt or residual sinusitis when mucus is trapped

tere, middle ear involvement due to interference

ith drainage, laryngitis and bronchitis are compli-

itions of the common cold. The primary interfer-

lce is with a most important function of the nose—

ie cleansing of foreign matter in the first line of

rir defense” to prevent it from entering the breath-

ig tract.

owever, the diagnosis and subsequent decision on

3w to treat the patient so affected rests basically on

ie relief of symptoms that cause him the misery,

he stuffed, runny nose, the clogged ears, and the

irsh dry cough— all the symptoms that make com-

on cold sufferers feel miserable and interfere with

teir sleep— can be alleviated with medications of

e oral nasal decongestant/antihistamine combina-

pn type. The burning sensation in the throat, sore-

Triaminic*syrup

For nature’s hazards:

nasal congestion

due to seasonal

allergies and
summer cold

Each teaspoonful (5 ml.) contains:

Phenylpropanolamine hydrochloride 12.5 mg.
Pheniramine maleate 6.25 mg.
Pyrilamine maleate 6.25 mg.

For nasal congestion regardless of cause, you can bring

quick, lasting comfort to your little patients with Triaminic
Syrup. You may occasionally encounter these side effects :

drowsiness, blurred vision, cardiac palpitations, flushing,

dizziness, nervousness or gastrointestinal upsets. Pre -

cautions : the possibility of drowsiness should be con-
sidered by patients engaged in mechanical operations
requiring alertness. Use with caution in patients with

hypertension, heart disease, diabetes, or thyrotoxicosis.

(Advertisement)

ness of the chest and even chest pain can also be

relieved by such medication. Rest in bed if there is

fever (but confined to home at least), liberal fluids,

uniformly warm surroundings and adequate humid-

ity in the room, are all helpful adjuncts to the med-

ication. Most common cold sufferers recover rapidly

and are symptom-free in four to ten days.

Further treatment, altered by the fact that the afflic-

tion hangs on for more than the usual duration of

the common cold, requires consideration of allergy,

which is most frequently the prolonging factor. But

air pollution itself may often be the culprit.

(Concluded on following page

)



3c the Third National Conference on Air Pollution

held recently, it was emphasized that this subject

had received more attention in the past four years

than in all previous history. Spicer, 11 an active par-

ticipant at this conference, reiterated that it behooves

the practicing physician to be aware of trends in

respiratory disease and to accept a major role in

community action relating to air pollution and res-

piratory health. By taking a positive stand physicians

have been instrumental in the development of anti-

pollution legislation. An outstanding example is

Los Angeles where major steps have been taken by

abolishing coal burning, and even banishing oil

burning, seven months a year. Natural gas must be

used instead and it must be used by industry when

available. Backyard incinerators have been abolished

in favor of landfill disposal, and building incinera-

tion ended except for a few expensive smokeless

furnaces. 10 Concerted action can be taken against

particular industrial nuisances. One company that

disregarded complaints discovered its error when

thousands of its credit cards were returned by irate

customers who decided to patronize competing

companies. 12

Summary. Respiratory disease is the most important

and most costly effect of air pollution, whether

termed smog, smaze, or smust. Air pollution is an

economic, esthetic and public health problem that

affects practically every American locality and citi-

zen. New sources of air pollution are invisible and

odorless, but the harmful gases and liquid droplets

are there. Triggered by sunlight, some of these un-

dergo mid-air chemical changes and the results are

even more irritating to the upper respiratory tract.

The symptoms, signs and complications, especially

of the upper respiratory tract, can be readily aborted

by modern medication but may be unduly prolonged

by polluted air. In steps taken to prevent this, the

practicing physician can take a major role.

Teferences i. Anderson, R. J. Air Pollution, Respiratory Disease

and the NTA, W. Virg. M. J., 60:332, 1964. 2. Angel, J. H„ Fletcher, C. M„
Hill, I. D., and Tinker, C. M. Respiratory Illness in Factory and Office

Workers, Brit. J. Dis. Chest, 59:66, 1965. 3. Waste Disposal Problems

Grow, Current Municipal Problems, 8:218, 1966. 4. McKee, J. quoted by

Hills, G. U.S. War at Home-Fight Against Smog, Chicago Tribune, Sept.

26, 1966. 5. NYC Task Force Revives Concern on Air Pollution, Med. Trib.

7:23 (Sept. 17-18) 1966. 6. Flaxman, N. Pulmonary Emphysema, Med. Trial

Tech. Quart. 1960 Annual, p. 221. 7. Heimann, H. Air Pollution and Respi-

ratory Disease, Ann. Allergy 21:396, 1963. 8. Flaxman, N. Pneumonitis

and Lung Cancer, Med. Trial Tech. Quart. 1965 Annual, p. 185. 9. Flax-

man, N. Pulmonary Tuberculosis, Occupation and Trauma, Med. Trial Tech.

Quart. 1959 Annual, p. 237. 10. Hill, G. U.S. War at Home-Fight Against

Smog, Chicago Tribune, Sept. 26, 1966. 11. Spicer, W. S., Jr. Relation of

Air Pollution to Disease, Arch. Environ. Health, 9:600, 1964. 12. Henderson,

C. F. What You Can Do To Combat Air Pollution, Parents’ Mag. 41:76, 1966.
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How can he
be a sport

with a
runny
nose?

For summer allergies, summer
colds, ornasal congestiondueto
almost any cause, you prescribe

quick r-e-l-i-e-f with Triaminic

It’s ideal for summer allergies

1. Acts in 15-30 minutes due
to decongestant.

2. Follows up with balanced
dual antihistamines.

3. Up to 24-hour ’round the

clock relief when dosed one
tablet at morning, midafter

noon and evening.

Summer time is sport time and
who can be a sport with a runny
nose?

provide patient comfort

Triaminic relieves

Each timed-release summer allergies
tablet contains:

Phenylpropanolamine hydrochloride 50 mg.

Pheniramine maleate 25 mg.

Pyrilamine maleate 25 mg.

Side effects: Occasional drowsiness, blurred vision,

cardiac palpitation, flushing, dizziness, nervousness

or gastrointestinal upsets.

Precautions: The patient should be advised not to

drive a car or operate dangerous machinery if drowsi-

ness occurs. Use with caution in patients with hyper-

tension, heart disease, diabetes or thyrotoxicosis.

(Advertisement)
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Two cases of conspicuous loss of hair NOT due to

disease of hair or of scalp.

Answer on page 717

Parking At Library
Since the advent of the Junior

College and the Family Court ad-

jacent to the Medical Library doc-

tors may find it difficult at times

to park to pick up or return books.

We call to members’ attention that

it is possible to park on Francis

Street after 3 p.m., and space is

generally available there from 8 a.m.

to 8:30 a.m.

However, patrons may pick up

or return books after Library hours

by using the side entrance at 5

Haves Street. Ring either for Mrs.

Dejong, the librarian, or the Medi-

cal Bureau.

No notification is necessary for

returns, but anyone planning to

pick up books after 4:30 p.m. should

notify the Librarian ahead of time

so that they may be taken down-

st?

i

rs to the Hayes Street entrance.

High Schools Get Society's

Athletic Injury Poster

The Society’s committee on the

medical aspects of sports has dis

tributed to every junior and senior

high school in the state—public pa-

rochial and private—a colorful First

Aid For Athletic Injuries poster for

display in the school gymnasium or

locker room.

The suggestions listed on the

poster are to assist in rendering im-

mediate emergency care until medi-

cal care by a physician can be ob-

tained. The listing covers all types

of problems, such as abrasions,

spike or cleat wounds, concussions,

heat exhaustion, dislocations, etc.

In addition, the poster provides

space for the listing by the school

of the team physicians and their

telephone numbers, the nearest hos-

pital, and rescue squad.



INFLAMMATION

A cellular

A SYNTEX REPORT based on recently

developed hypotheses about topical cor-

ticosteroids, including the cellular

theories of inflammation by Thomas F.

Dougherty, Ph.D., University of Utah.

You are looking at a fibroblast fight-

ing for life. This cell — one of the

most common found in connective

tissue — has literally been poisoned

by cytotoxins released from other

cells that have ruptured. Soon, if the

abnormal activity of this fibroblast

does not cease, it, too, will rupture

and die — one more casualty in the in-

flammatory wave of destruction pre-

cipitated by injury.

Until a short time ago no one had
ever witnessed such a scene at the

cellular level. Now, through ad-

vanced cinemicrographic techniques,

it is possible to view and photograph

the inflammatory process as pro-

duced experimentally in living ani-

mal tissue. This method permits new
insight into the mechanism of inflam-

mation and the role of corticoster-

oids in therapeutic management.
Equally important, these techniques

shed new light on factors that may
make one corticosteroid more effec-

tive than another— factors that can

be correlated with other chemical,

biologic, and clinical parameters.

i



Visual evidence of how
corticosteroids influence
he inflammatory reaction

Working with phase-contrast cine-

micrography on living animal tissue,

Doctors Thomas E Dougherty and
David Berliner of the University of

Utah College of Medicine have actu-

ally filmed cellular events that occur

luring the inflammatory reaction.

Phis remarkable study* and addi-

tional work by these investigators, as

well as by others, have established a
new theoretical biologic basis for the

antiinflammatory effect of the corti-

costeroids. (It must be noted that

other theories, such as the lysosome

or so-called “suicide bag” theory,

have been postulated, although it is

quite likely that there are more
similarities than differences among
the various theoretical models.)

The inflammatory wave
of destruction

In this investigation an injurious in-

jection of gelatin is used to set off an
inflammatory reaction in living

mouse tissue. What follows is a wave
of destructive cellular activity that

comprises the inflammatory re-

sponse to injury. Mast cells (which

contain heparin, serotonin and hista-

mine) take up water, swell and rup-

ture, releasing their contents, which
1 are toxic outside the mast cell wall.

These toxins, in turn, cause disinte-

gration of other cells (such as fibro-

blasts) and the release of additional

toxic material. Capillaries, too, take

op water and leak unformed blood

plements, causing edema. And poly-

morphonuclears, lymphocytes and
perithelial cells invade the inflamed
site. As a result of all these changes,

I

the cellular environment reaches a

I
state of turmoil.

Phase-contrast microscopy showing
mast cell before injury.

Mast cell (after injury) has broken up
and released cytotoxins.

How corticosteroids
change the picture

Corticosteroids appear to virtually

stop the abnormal cellular activity

that constitutes the inflammatory re-

action. This permits the body’s na-

tural resources to clear up the

inflamed area and repair the dam-
aged tissue. This interpretation is

supported by the fact that when the

injurious gelatin solution is injected

simultaneously with a corticosteroid

— Synalar (fluocinolone acetonide) —
the inflammatory pattern simply

does not develop.

Fibroblast in high state of activity, much
distorted.

Mast cells showing effects of cortico-
steroid action: cells are normal in size,
shape and activity.

In summarizing his study Doctor
Dougherty states: “...we also feel

this work may explain why one corti-

costeroid helps a patient more rap-

idly and effectively than another. If

it does, it is because one corticoster-

oid is the fastest, most effective in-

hibitor of the series of inflammatory

events at the tissue level.”

*A New View of Corticosteroid Action in In-
flammatory Dermatoses, a film based on this
study, is now available from your Syntex
representative.



How advances in

chemical design

have achieved

greater

steroid potency

The chemical modification of corti-

costeroid molecules from the advent

of hydrocortisone to the develop-

ment of Synalar (fluocinolone ace-

tonide) is a prime example of how
biochemists can “design” to increase

therapeutic activity and minimize

undesirable side actions. Below, for

example, we see the important
changes that were made in reference

to the hydrocortisone molecule to

produce fluocinolone acetonide, one

of the most active of all topical corti-

costeroids. As a result, a 0.01% prep-

aration of Synalar (fluocinolone

acetonide) has been reported to do

the work of a 1% hydrocortisone

product containing 100 times more
cortiscosteroid. And it can often do

it more effectively.

Fluocinolone Acetonide
(Synalar)

a double bond between
carbons 7 and 2

fluorine substitutions
at both the 6-u,

and the 9-a positions

the addition of the
acetonide at the 16-a,
17-a positions,

thus providing
one of the most potent
topical corticosteroids
available.

How bioassay tests are
used to “predict”

therapeutic potential

Biologic assays are another tool used

by researchers to help establish the

relative activity of corticosteroids.

To date no single method of assaying

corticosteroid activity has emerged
as the ideal “yardstick” for predict-

ing therapeutic potential. Taken to-

gether, however, these methods have
proved useful. When such tests are

run on various corticosteroids, a defi-

nite order of corticosteroid activity

becomes evident. Compounds with

the highest order of activity may be

expected to merit clinical trial to es-

tablish their high therapeutic poten-

tial. When assayed by these methods,

fluocinolone acetonide (Synalar)

emerges as one of the most active

topical corticosteroids, milligram for

milligram, available for clinical ap-

plication today.
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The Thymus Involution Assay1 '4

is run on adrenalectomized rats. The
sizes of the glands are measured, and
the degree of involution caused by
the steroid is determined as an indi-

cation of its potency. In the above

photo, the comparative involution of

thymus glands achieved with hydro-

cortisone and Synalar (fluocinolone

acetonide) is shown. Untreated con-

trols (A) show normal size. Group B
— injected with 1, 2 and 4 mg. of hy-

drocortisone— show progressively

smaller thymuses as does Group C—
injected with fluocinolone acetonide

— but with only 1/ 500th the dose of

hydrocortisone.
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The Antigranuloma Assay1-4

alsc

utilizes adrenalectomized rats. Grar

ulomas are induced by subcutaneous:

implantation of cotton pellets or

either side of the thorax. The degree

of granuloma inhibition achieved bj

a steroid reflects its potency. Th«

above photo shows the inhibition oi

granuloma formation achievec

with hydrocortisone and Synalai

(fluocinolone acetonide). Untreated

controls (A) show large, red granu

lomas adhering to the pellets. Group

B, receiving hydrocortisone and

Group C, receiving fluocinolone act

tonide, show little, if any, granuloma

formation. Fluocinolone acetonidt

produced the same effect as hydro

cortisone with only 1/ 500th the doso

This assay, as well as the thymus

involution assay, measures systemic

rather than topical corticosteroid ac

tivity. Nevertheless, results by these

methods correlate well with other as

says and with the milligram poten

cies of topical steroids in current

clinical use.



Worldwide

clinica

experience

confirms the

predictable

therapeutic

potential of

Synalar

It is particularly gratifying that the

promise of the advanced chemical

design and high order of bioassay ac-

tivity of Synalar (fluocinolone ace-

tonide) has been confirmed by
widespread therapeutic application.

Indeed, the impressive clinical re-

sponse rate of Synalar has been docu-

mented in no fewer than 232 papers

from 22 countries.

Representative Clinical Results with Synalar*

Efficacy Documented in over 4,000 Patients

Condition
Number of

Publications
Number of

Patients
Significant

Improvement!

Contact
Dermatitis

27 750 713

Eczematous
Dermatitis

21 472 409

Seborrheic
Dermatitis

18 442 426

Atopic
Dermatitis

24 460 426

Psoriasis 36 1,699 1,510

Neurodermatitis 18 351 324

Total 144 4,174 3,808

‘Complete bibliography on request. tExpressed by the authors as excellent, very good,
good, complete remission of inflammation, etc.

Prescribing Information
For initiation of therapy: Cream 0.025%,

5 and 15 Gm. tubes, 425 Gm. jars; for

emollient effect: Ointment 0.025%, 15

Gm. tubes; for maintenance therapy:

Cream 0.01%, 15 and 45 Gm. tubes, 120

Gm. jars; for intertriginous or hairy

sites: Solution 0.01%, 20 cc. and 60 cc.

plastic squeeze bottles; for infected in-

flammatory dermatoses: Neo-Synalar®
Cream (0.025% fluocinolone acetonide,

neomycin sulfate, equivalent to 0.35%

neomycin base), 5 and 15 Gm. tubes.

Contraindications: Tuberculous, fungal,

and most viral lesions of the skin, (in-

cluding herpes simplex, vaccinia, and
varicella). Not for ophthalmic use. Con-

traindicated in individuals with a his-

tory of hypersensitivity to any of the

components. Precautions: Synalar prep-

arations are virtually nonsensitizing and
nonirritating. However, the solution may
produce burning or stinging when ap-

plied to denuded or fissured areas. In

some patients with dry lesions, the solu-

tion may increase dryness, scaling or

itching. While topical steroids have not

been reported to have an adverse effect

on pregnancy, the safety of their use on
pregnant females has not absolutely

been established. Therefore, they should
not be used extensively on pregnant pa-

1 tients, in large amounts, or for pro-

longed periods of time. Prolonged use of

any antibiotic may result in overgrowth

of nonsusceptible organisms; if this oc-

curs, appropriate therapy should be insti-

tuted. When severe local infection or

systemic infection exists, the use of sys-

temic antibiotics should be considered,

based on susceptibility testing. Side

Effects: Side effects are not ordinarily

encountered with topically applied corti-

costeroids. As with all drugs, however, a

few patients may react unfavorably to

Synalar under certain conditions. The
neomycin in Neo-Synalar Cream rarely

produces allergic reactions.

References: 1. Lemer, L. J., Bianchi, A.,
Turkheimer, A. R., Singer, F. M., and
Borman, A.: Anti-inflammatory steroids: po-
tency, duration and modification of activities.

Ann NY Acad Sci 116:1071 (Aug. 27) 1964.

2. Idem: Comparison of anti-granuloma, thy-

molytic and glucocorticoid activities of anti-

inflammatory steroids. Proc Soc Exp Biol
Med 116:385 (June) 1964 . 3. Ringler, A.: Ac-
tivities of adrenocorticosteroids in experimen-
tal animals and man, in Dorfman, R. I.:

Methods of hormone research. New York,
Academic Press, 1964. vol. III. pp. 234-280.

4. Gubersky, V. R.: To be published.

fluocinolone acetonide— an original aterold from

SYNTEXE3
LABORATORIES INC., PALO ALTO. CALIF.

For inflammatory
dermatoses...

by any measure
a topical corticosteroid

of choice

Synalar
(fluocinolone

acetonide)
Milligram for milligram

one of the most active topical
corticosteroids available

Rapid and predictable
in antiinflammatory and

antipruritic activity

Results often comparable to

those of systemic corticosteroids
with fewer hazards



when bursitis hits a
280-lb. tackle,

hit back with
Butazolidin alka

Indications: Osteoarthritis, rheumatoid arthritis, rheumatoid spon-
dylitis, psoriatic arthritis, acute gout, painful shoulder (peritendinitis,

capsulitis, bursitis and acute arthritis of that joint), acute superficial

thrombophlebitis.

Contraindications: Edema; danger of cardiac decompensation; history

or symptoms of peptic ulcer; renal, hepatic or cardiac damage; history

of drug allergy; history of blood dyscrasia. The drug should not be
given when the patient is senile or when other potent drugs are given
concurrently. Large doses of Butazolidin alka are contraindicated in

glaucoma.

Warning: If coumarin-type anticoagulants are given simultaneously,
watch for excessive increase in prothrombin time. Instances of severe
bleeding have occurred. Pyrazole compounds may potentiate the
pharmacologic action of sulfonylurea, sulfonamide-type agents and
insulin. Carefully observe patients receiving such therapy. Use with
great caution in the first trimester of pregnancy.

Precautions: Before prescribing, carefully select patients avo

those responsive to routine measures as well as contraindats;

tients. Obtain a detailed history and a complete physical and bor

examination, including a blood count. The patient should rt ex

recommended dosage, should be closely supervised and iouI

warned to discontinue the drug and report immediately if Ire r,

throat, or mouth lesions (symptoms of blood dyscrasia); sudrn w

gain (water retention); skin reactions; black or tarry stool'or (

evidence of intestinal hemorrhage occur. Make regular blo> off

Discontinue the drug immediately and institute countermeases i

white count changes significantly, granulocytes decrease, ornnw

forms appear. Use greater care in the elderly and in hyphens

Adverse Reactions: The most common are nausea, edema nth

rash. Swelling of the ankles or face may be minimized by wjihok

dietary salt, reduction in dosage or use of diuretics. In elder pa’ 1

and in those with hypertension the drug should be disconti red

the appearance of edema. The drug has been associated witheptr



30-lb. tackles— or 108-lb. housewives— Butazolidin alka can hasten recovery from the

i izing pain of shoulder bursitis.

it for every patient. Check carefully the Contraindications, Warning and
lutions shown below.

idverse reactions may occur. The most common are nausea, edema and rash.

iy, agranulocytosis has been reported. All adverse reactions are listed below, too.

for-pay or workaday patients—when they come up with shoulder bursitis and your

al judgment indicates Butazolidin alka— go with it.

Ivatch the comeback.

0 ay reactivate a latent peptic ulcer. The patient should be in-
1 o take doses immediately before or after meals or with
jiinimize gastric upset. Mild drug rashes frequently subside
5 ction of dosage. However, rash accompanied by fever or

:
temic reactions usually requires withholding medication,

i rash has also been reported. Agranulocytosis, exfoliative
li

, Stevens-Johnson syndrome, or a generalized allergic re-
nilar to serum sickness may occur and require permanent

s|il of medication. Stomatitis, salivary gland enlargement,
1 vertigo and languor may occur. Leukemia and leukemoid
» have been reported. While not definitely attributable to the
a ausal relationship cannot be excluded. Thrombocytopenic
£ nd aplastic anemia may occur. Confusional states, agitation,
0

, blurred vision, optic neuritis and transient hearing loss have
eorted, as have hyperglycemia, hepatitis, jaundice, and several
c anuria and hematuria. With long-term use, reversible thyroid
il ia may occur infrequently. Moderate lowering of the red cell
Ci to hemodilution may occur. 6509-V(B)R2

Butazolidin alka
Capsules

100 mg. phenylbutazone
100 mg. dried aluminum hydroxide gel
150 mg. magnesium trisilicate

1.25 mg. homatropine methylbromide

Dosage in painful shoulder: Initial: 3 to 6 capsules daily in 3 or 4 equal
doses. Trial period: 1 week. Maintenance dosage should not exceed
4 capsules daily; response is often achieved with 1 or 2 capsules daily.

For complete details, please see full prescribing information.

Geigy Pharmaceuticals ^
Division of Geigy Chemical Corporation, Ardsley, New York yfitljM
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DISTRICT MEDICAL SOCIETY MEETINGS

WASHINGTON COUNTY MEDICAL SOCIETY

The first Quarterly Meeting of the Washington

County Society was held at Haversham Inn, West-

erly, Rhode Island on April 19, 1967.

The meeting was called to order by John J.

Walsh, M.D., President at 11:35 a.m.

It was moved and seconded that the minutes of

the previous meeting be accepted as printed.

Communications: None.

Committee Reports:

Dr. Kraemer’s report from Council in sum-

mary:

1. That the Title 19 rates are higher than

expected.

2. That the paper work of Medicare is

overwhelming. Many hours are being

spent by state society officials trying

to iron this out.

3. Conference on Emergency Service.

Emergency Room Service is getting out

of hand, and that the medical care of

patients will be in the hands of hospitals

and the doctors themselves are putting

it there.

4. American Medical Association group

disability program is to be brought up

at the meeting in Atlantic City.

5. All physicians should be aware of the

fact that Hospital Records are not con-

fidential.

Old Business: None.

New Business:

1. Dr. Morrone suggested that the dele-

gates to the Rhode Island Medical So-

ciety propose a program whereby we
can acquire a "public relations person'’

to publicize over radio, newspaper, etc.

information pertinent to the practice of

medicine today; as a means of rebuttal

to public criticism.

Lengthy discussions followed and Drs.

McGrath and Nathans cited incidences.

Dr. Nathans suggested it be brought to

the county level.

President Walsh suggested it be left in

the hands of the delegate.

2. There was a brief discussion on the

Anderson letter concerning certification

and recertification, and it was suggested

by Dr. Manganaro that it be brought up

and approved at the individual hospital

Medical Staff Meetings.

Guest Speaker : Dr. Martin J. O'Brien showed

his movies on his recent trip to Japan. These

proved to be most interesting and informative.

Meeting adjourned at 1:00 p.m.

Respectfully submitted,

Louis A. LaPere, M.D.
Secretary

PAWTUCKET MEDICAL ASSOCIATION
The meeting of the Pawtucket Medical Asso-

ciation was held on May 18, 1967 at the Windsor

Restaurant, Pawtucket, Rhode Island. The busi-

ness meeting chaired by Dr. Robert E. Newhouse,
President, began at 8:55 p.m.

Previous Minutes

The secretary’s report of the previous meeting

held on April 20, 1967 was read and accepted.

New Business

The Standing Committee presented the name of

Dr. Mario Baldini for acceptance to the Pawtucket

Medical Association. The members voted unani-

mously on the acceptance of Dr. Baldini.

A motion was made that the Pawtucket Medi-

cal Association form a committee of three (3) to

study particular by-law changes regarding the

mandatory Rhode Island Medical Society mem-
bership prior to acceptance as a member in the

local Medical Society. On the second (2) ballot,

the motion was defeated by one (1) vote.

It was mentioned that the Pawtucket Medical

Answering Service suggests that local physicians

call in for their own messages. This will prevent

out-going calls to the physicians by the answering

service and will lower operating costs.

The majority of the meeting consisted of a dis-

cussion regarding the trends of modern medicine

in America and subsequently the impact of the

Federal Government, Government-sponsored health

plans, the University Medical Center and local hos-

pitals as teaching hospitals on the health care of

the community.

Discussed at length were the new heart, cancer

and stroke centers being sponsored by the Federal

Government. Also discussed at length was the pos-

sibility of a new ambulatory out-patient center to

be built in the near future on the grounds of

Memorial Hospital and sponsored by Memorial

(Continued on Page 672)



Mansbest friend"in wintertime diarrheas
i winter "flu" and viral

astroenteritis, Donnagel (4 oz.

ze!) can bring aid and comfort to

jfferers from both diarrhea and
s discomforts because it contains

aolin and pectin plus belladonna

Ikaloids (as in Donnatal 9
).

>onnagel treats the whole diarrhea

problem. Available on your

prescription or recommendation.

For acute , non-specific diarrheas

Donnagel® -PC (Donnagel with

paregoric equivalent).

Donnagel formula plus powdered
opium, USP, 24.0 mg. (equivalent

to paregoric 6 ml.) (warning: may
be habit forming). Alcohol, 5%.

All the antidiarrheal benefits of

paregoric without the unpleasant

taste. Real banana flavor makes it

acceptable, even to children.

See product literature before

prescribing.

A. H. Robins Company
Richmond, Va. 23220
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THERE’S A
FORMULATION
FOR EVERT
COUOHINO NEED

All the Robitussins contain glyceryl

guaiacolate, the outstanding expectorant agent

that greatly increases the output of lower

respiratory tract fluid. Increased RTF volume

exerts a demulcent effect on the

tracheo-bronchial mucosa, promotes ciliary

action, and makes thick, inspissated mucus
less viscid and easier to raise.

For coughs of colds and "flu"

ROBITUSSIN®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Alcohol, 3.5%

For unproductive allergic coughs
ROBITUSSIN® A-C
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Pheniramine maleate 7.5 mg.
Codeine phosphate 10.0 mg.
(warning: may be habit forming)

Alcohol, 3.5%

Non-narcotic for 6-8 hour cough control

ROBITUSSIN®-DM
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Dextromethorphan hydrobromide . 15.0 mg.

Alcohol, 1.4%

New! Clears sinuses and nasal
stuffiness as it relieves cough
ROBITUSSIN®-PE
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Phenylephrine hydrochloride . . . 10.0 mg.
Alcohol, 1.4%

ROBITUSSIN ROBITUSSIN A-C ROBITUSSIN-DM ROBITUSSIN-PE

EXPECTORANT • • • •

DEMULCENT • • • •

COUGH SUPPRESSANT 9 •

ANTIHISTAMINE •

LONG-ACTING (6-8 HOURS) •

NASAL, SINUS DECONGESTANT 0

A. H. Robins Company, Richmond, Va. 23220

/I'H'DOBINS

PHOTO BY VICTOR HAND



RHODE ISLAND MEDICAL JOURNAL672

PAWTUCKET MEDICAL ASSOCIATION
(Concluded from Page 670)

Hospital or Brown University or both. Also dis-

cussed was the changing Hospital pattern whereby

full-time medical personnel will supervise and di-

rect each specific hospital service. It was motioned

that The Memorial Hospital, Pawtucket, is pres-

ently interviewing applicants for full-time Chief-

of-Medicine.

It was stated that the Medical Society should

conduct a critical analysis of medical health care,

availability, needs and methods of improvement

in our Blackstone Valley Community, particularly

to study what medical services the Community
has and what the Society can do to improve on

this.

There was a discussion in regard to the roll of

the present Ceneral Practitioner in becoming the

primary Physician of the future. A motion was
made and passed that a special Community Health

Care Committee be formed for purposes of study-

ing the needs of availability and methods of im-

provement of community health care, a critical

analysis of doctors’ services and to act as a liaiaon

for future community projects as involving the

Federal Government, University Medical Centers,

the community hospital, and the local doctor.

A motion was made and tabled that the Paw-
tucket Medical Association obtain the services of

an Executive Secretary to function in a similar

manner as the Executive Secretary that the Rhode
Island Medical Society has at present.

The meeting was adjourned at 10:20 p.m.

Respectfully submitted,

Alexander A. Jaworski, M.D.
Secretary

COMPUTER
Billing — Bookkeeping — Taxes

For PHYSICIANS AND DENTISTS

. . . Since 1959 . . .

MEDICAL MANAGEMENT, INC.

381-9141

Designers £ Suppliers of Offices

150 Oorrance Street • Providence 3, R. I. • GAspee 1-5228

NEW . . .

!

LONG-TERM DISABILITY INSURANCE

Guaranteed Renewable To Age 70 For
Those Who Need Amounts In Addition
To the Rhode Island Medical Society’s
Underlying Group Plan.

Physicians in good health under age 65, now may
apply for amounts up to $225.00 weekly, in addition

to benefits now provided. Benefits payable at option

of the insured for 1 year, 2 years, 5 years, 10 years,

to age 70, OR FOR LIFE ! ! !

Rhode Island Physicians need not go out of Rhode
Island nor purchase mail-order insurance to have the

REST in Disability Insurance! We have yet to see a

mail-order or individual policy with benefits and

value superior to this one.

For jurther information, send ns your name, address,

and date of birth.

R. A. DEROSIER AGENCY
54 Custom House Street

Providence, R. I. TEmple 1-4833



New
view of an
oral
contraceptive
at work
Although suppression of ovulation remains

the primary mode of action of oral contra-

ceptives, newer knowledge indicates that

products like Norinyl-1— a combination of

both low-dosage progestogen and estrogen

for the full treatment cycle—may provide

multiple action that helps explain their un-

excelled record of contraceptive effective-

ness. This report explores the possible

secondary protective mechanisms offered by
combined hormonal administration.

Accumulating evidence has indicated that

sparse, highly viscous cervical mucus has a
possible adverse effect on the motility and
survival of spermatozoa.

The estrogen-opposing progestational ingre-

dient of Norinyl-1 (norethindrone 1 mg. with

mestranol 0.05 mg.) changes the usual mid-

cycle picture of a thin, watery cervical mucus.
The result— a built-in barrier that appears to

inhibit sperm from reaching the ovum should

one be released. The inset in the adjoining

photograph shows immobile spermatozoa as

they appear in cervical mucus taken from a

patient treated with Norinyl-1.

See last page for contraindications, precautions,

side effects and dosage.



How the estrogen-opposing
action of Norinyl-1 creates

cervical mucus that may be hostile

to sperm penetration i

Normally, estrogen activity during the fertile midcycle stimulates the production of a
profuse and watery cervical mucus that permits maximum sperm motility and
promotes penetration.

But what happens when Norinyl-1 is administered? Its potent progestogen, norethindrone,

opposes estrogen stimulation of cervical mucus. Consequently, the amount of mucus
decreases and its viscosity increases. This results in a sparse but thick mucus barrier

that appears to diminish the vitality of the sperm and to impair its powers of penetration.

The role of viscous cervical mucus as a secondary action of Norinyl-1

In a report on 89 patients taking this medication,* cervical mucus obtained from cycle day 5

to cycle day 29 appeared scant and thick and exhibited little or no Spinnbarkeit.

In the opinion of this investigator, the effect on cervical mucus may be sufficient to

prevent conception.
'
!:Cohen, M. R.: Symposium: Mechanisms of Action of Low Dosage Oral Contraceptive, Yale University Medical Center, New Haven, Conn., April 6, 19f

Normal cervical mucus at midcycle
in untreated patient
is known to permit sperm motility...

promote sperm penetration.

Viscous cervical mucus at midcycle
produced by Norinyl-1

appears to impair sperm vitality...

inhibit penetration.

Cervical mucus is scanty, thick and viscous.

Spinnbarkeit is 1 cm. or less.

Cervical mucus is thin and watery with a stretchability

(Spinnbarkeit) of 15 to 20 cm.

Thin, watery mucus crystallizes into this well-defined,

fernlike pattern within a minute.
In thick, viscous cervical mucus the fern pattern

is poorly defined or absent.

Immobile spermatozoa as they appear in cervical mucus
taken from a patient treated with Norinyl-1.



low Norinyl-l

Iters normal
ndometrial responses-
nother possible

rotective mechanism
us suppose that an ovum is released — as occurs in an
nsional, rare case— and somehow a sperm succeeds in

:etrating the cervical mucus barrier. Should this come about,

additional action of Norinyl-1 may protect the patient

[l unwanted pregnancy. The theory is that progestogen intake

,
ces endometrial tissue unreceptive to implantation.

I lometrium of

treated patient

5 rally, the endometrium progresses through

F>liferative phase stimulated by estrogen and a
lory phase stimulated by progesterone,

g the secretory phase the endometrium is

tive to the fertilized ovum.

When Norinyl-1 is administered its progestogen

component — norethindrone — accelerates the

secretory phase and suppresses glandular and
vascular development.

I

8 st page lor contraindications, precautions, side effects and dosage.



effective fertility control
on half the previous dosage

maintains ratio

of the established
norethindrone/mestranol
combination

lower cost

(norethindrone lmg. c mestranol 0.05mg.) 1 tablets

Reduction of oral contraceptive dosage to lowest effective levels
y

become a well-accepted principle of conservative medical prao
In keeping with this view, Norinyl is now available in a new stre

in which both norethindrone and mestranol are reduced 50 per

Studies show that Norinyl- 1 achieves fertility control with only

mg. of combined progestogen and estrogen per tablet.

Norethindrone was first reported for use as a progestational age
human beings in 1955. Norethindrone 2 mg. with mestranol 0.1 mg;
an oral contraceptive, is currently in use by over 2,000,000 wo*
Clinical experience now establishes that Norinyl- 1 also amply mi

the criteria of reliability and safety.*

’Symposium on Low-Dosage Oral Contraception, Palo Alto, Calif., July 15, 1965.

PRESCRIBING INFORMATION

Contraindications: 1. Patients with thrombo-

phlebitis or with a history of thrombophlebitis

or pulmonary embolism. 2. Liver dysfunction or

disease. 3. Patients with known or suspected

carcinoma of the breast or genital organs. 4. Un-

diagnosed vaginal bleeding.

Warnings: 1. Discontinue medication pending

examination if there is sudden partial or com-

plete loss of vision or if there is a sudden onset

of proptosis, diplopia, or migTaine. If examina-

tion reveals papilledema or retinal vascular

lesions, medication should be withdrawn. 2.

Since the safety of Norinyl-1 in pregnancy has

not been demonstrated, it is recommended that

for any patient who has missed two consecutive

periods, pregnancy should be ruled out before

continuing the contraceptive regimen. If the pa-

tient has not adhered to the prescribed schedule,

the possibility of pregnancy should be consid-

ered at the time of the first missed period. 3.

Detectable amounts of the active ingredients in

oral contraceptives have been identified in the

milk of mothers receiving these drugs. The
significance of this dose to the infant has not

been determined.

Precautions: 1. The pretreatment physical exam-

ination should include special reference to

breast and pelvic organs, as well as a Papani-

colaou smear. 2. Endocrine and possibly liver

function tests may be affected by treatment

with Norinyl-1. Therefore, if such tests are ab-

normal in a patient taking Norinyl-1, it is recom-

mended that they be repeated after the drug

has been withdrawn for 2 months. 3. Under the

influence of estrogen-progestogen preparations,

preexisting uterine fibroids may increase in

size. 4. Because these agents may cause some

degree of fluid retention, conditions that may
be influenced by this factor, such as epilepsy,

migraine, asthma, cardiac, or renal dysfunc-

tion, require careful observation. 5. Although a

cause and effect relationship has not been

established, Norinyl-1 should be used with cau-

tion in patients with a history of cerebrovascu-

lar accident. 6. In relation to breakthrough

bleeding, as in all cases of irregular bleeding

per vaginam, nonfunctional causes should be

borne in mind. In cases of undiagnosed vaginal

bleeding, adequate diagnostic measures are

indicated. 7. Patients with a history of psychic

depression should be carefully observed and
the drug discontinued if the depression recurs

to a serious degree. 8. Any possible influence

of prolonged Norinyl-1 therapy on pituitary,

ovarian, adrenal, hepatic or uterine function

awaits further study. 9. A decrease in glucose

tolerance has been observed in a small percent-

age of patients on oral contraceptives. The
mechanism of this decrease is obscure. For this

reason, diabetic patients should be carefully

observed while receiving Norinyl-1 therapy. 10.

Because of the occasional occurrence of throm-

bophlebitis and pulmonary embolism in pa-

tients taking oral contraceptives, the physician

should be alert to the earliest manifestations of

the disease. A cause and effect relationship has
not been demonstrated. 11. Because of the ef-

fects of estrogens on epiphyseal closure,

Norinyl-I should be used judiciously in young
patients in whom bone growth is not complete.

12. The age of the patient constitutes no abso-

lute limiting factor, although treatment with

Norinyl-1 may mask the onset of the climacteric.

13. The pathologist should be advised of

Norinyl-1 therapy when relevant specimens are

submitted.

Side Effects: The following adverse reactions

have been observed with varying incidence in

patients receiving oral contraceptives: nausea,

vomiting, gastrointestinal symptoms, break-

through bleeding, spotting, change in men-

strual flow, amenorrhea, edema, chloasma,

breast changes (tenderness, enlargement and
secretion), loss of scalp hair, change in weight

(increase or decrease), changes in cervical ero-

sion and cervical secretions, suppression of lac-

tation when given immediately postpartum,

cholestatic jaundice, erythema multiforme, ery-

thema nodosum, hemorrhagic eruption, mi-

graine, rash (allergic), itching, rise in blood

pressure in susceptible individuals, mental

depression.

The following occurrences have been ob-

served in users of oral contraceptives. A cause

and effect relationship has not been estab-

lished: thrombophlebitis, pulmonary embolism,

neuroocular lesions.

The following laboratory results may be

altered by the use of oral contraceptiv
;

creased bromsulphalein retention and k

hepatic function tests, coagulation tes l

crease in prothrombin, factors VII, VIII, 1 1

X), thyroid function (increase in PBI ancu

nol extractable protein-bound iodine ai

crease in T3 values), metapyrone test, pre i

diol determination.

Other side effects reported to have oc(r

in association with use of this drug arei

ness, hirsutism, pains in legs, back, che:i

abdomen, dysuria, drowsiness, vaginc i

charge, libido increased and decreased n

tions, hypermenorrhea, hypomeno ii

increased appetite, G.U. infections, vaa

veins, abdominal fullness, acne, head
nervousness, allergies, blurred vision, p i

eyes, and itching in eyes. For complete c i

data, see package insert.

Dosage and Administration: 1. One tat

Norinyl-1 is administered orally for 20

:

beginning on day 5 of the menstrual :

(Count day 1 of the cycle as the first c

menstrual bleeding.) Repeat this dosage u

ule for each cycle. 2. If no menstrual
)

it

occurs after a cycle of treatment (20 tablr

which patient adhered to the schedule, t [

tient must be instructed to resume takirll

Norinyl-1 tablets 7 days after the previc 1

day course was completed. For example, k

last pill of a previous cycle had been tak

»

a Sunday, then a new cycle of treatment sd

begin on the following Sunday. 3. In thd
partum woman, it is recommended th< k

first cycle of treatment should begin on /

of the first menstrual cycle. However, No (I

should not be administered during lactati:

Availability: Norinyl-1 (norethindrone

with mestranol 0.05 mg.) — Dispensers of 2 3

60 and bottles of 250 tablets.

norethindrone an original steroid from

SYNTEXE3
LABORATORIES INC.,PALO ALTO. CALIF.



Before prescribing, see complete prescribing

information in SK&F literature or PDR. A brief

precautionary statement follows.

Contraindications: Glaucoma, prostatic hyper-

trophy, stenosing peptic ulcer, pyloroduodenal

obstruction, or bladder neck obstruction.

Precautions: Use cautiously in the presence

of hypertension, hyperthyroidism, coronary artery

disease; warn vehicle or machine operators of

possible drowsiness.

Usage in Pregnancy: Use cautiously, especially

in the first trimester. Note: The iodine in

isopropamide iodide may alter PBI test results

and will suppress I

131 uptake; discontinue ‘Ornade’

one week before these tests.

Adverse Reactions: Drowsiness; excessive

dryness of nose, throat or mouth; nervousness;

insomnia. Other known possible side effects

of the individual ingredients: nausea, vomiting,

diarrhea, rash, dizziness, fatigue, tightness

of chest, abdominal pain, irritability, tachy-

cardia, headache, difficulty in urination.

Thrombocytopenia, leukopenia and convulsions

have been reported but no causal relationship

has been established.

a stuffy nose

is no

laughing matter

OrnadeT„d e.a ,>

Each capsule contains 8 mg. of Teldrin®

(brand of chlorpheniramine maleate), 50 mg.

of phenylpropanolamine hydrochloride, and
2.5 mg. of isopropamide, as the iodide.

Spansule® Capsules
brand of sustained release capsules

each one can

give him all-day

or all-night relief

Smith Kline & French Laboratories



following

infection
B and C vitamins are therapy: STRESSCAPS B and C vitamins in th<a-

peutic amounts ... help the body mobilize defenses during convalescence ... id

response to primary therapy. The patient with a severe infection, and may

others undergoing physiologic stress, may benefit from STRESSCAPS capsrul

Sfresscain
Stress Formula Vitamins Lederle M.

Each capsule contains:
Vitamin B, (as Thiamine Mononitrate) 10 me
Vitamin B* (Riboflavin) 10 mg
Vitamin B, (Pyridoxine HCI) 2 mg
Vitamin B, 2 Crystalline 4 megm
Vitamin C (Ascorbic Acid) 300 mg
Niacinamide 100 mg
Calcium Pantothenate 20 mg
Recommended intake: Adults, 1 capsule

daily, for the treatment of vitamin deficien-

cies. Supplied in decorative “reminder"

jars of 30 and 100; bottles of 500.

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York



Night Leg Cramps . . . Unwelcome Bedfellow

In Diabetes
,

1

Arthritis
2

and Peripheral Vascular Disorders
2

now ... specific therapy for night leg cramps

QUINAMM
Consistently effective, QUINAMM provided com-

plete relief in 94% of 200 patients studied, many of

whom were severe cases refractory to other medica-

tion. 3 Your prescription for one tablet at bedtime

often controls painful night cramps with the initial

dose . . . helps restore restful sleep.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON MERRELL INC

PHILADELPHIA. PENNSYLVANIA 19144

Prescribing Information: Composition: Each white, bev-
eled, compressed tablet contains: Quinine Sulfate 260 mg.
and Aminophylline 195 mg. Contraindication: QUINAMM
is contraindicated in pregnancy because of its quinine con-

tent. Precautions: Aminophylline may produce intestinal

cramps in some instances, and quinine may produce symp-
toms of cinchonism, such as tinnitus, dizziness, and gastro-
intestinal disturbance. Discontinue use if ringing in the ears,

deafness, skin rash, or visual disturbances occur. Dosage:
One tablet upon retiring. Where necessary, dosage may be
increased to one tablet following the evening meal and one
tablet upon retiring. Supplied: Bottles of 100 and 500 tablets.

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953.
2. Perchuk, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W.,
et al.: Med. Times, 87:818, 1959. 6/67 Q-706A
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When the
agitated geriatric

disrupts the
home...

His teen-age
granddaughter
won’t invite

friends

home
because
of his

outbursts

for moderate to severe anxiety

Mellaril
(thioridazine)

25 mg. t.i.d^|\
SAN DOZ



His slovenly room
and habits create

more tension.

His disturbances at

the table make every
meal a nightmare.

His daughter
can’t please him.
There is "just no
living with him.”

See following page for prescribing information



When the agitated geriatric

disrupts the home...

Anxiety that seriously interferes with the

individual’s performance at work, at

home, or in the community may be re-

garded as moderate to severe in degree.

Mellaril often recommends itself to the

treatment of moderate to severe anxiety

because it

• helps control the most frequent symp-

toms: marked tension, agitation, appre-

hension, restlessness, hypermotility

• often alleviates anxiety- induced so-

matic complaints

• frequently helps strengthen emotional

resources

• helps the patient maintain realistic

contact with environment, closer har-

mony with family

Thus, when you consider the anxiety

moderate to severe . . . consider Mellaril.

Contraindications: Severely depressed or

comatose states from any cause, and in

association with or following MAO inhibi-

tors; severe hypertensive or hypotensive
heart disease.

Precautions: Hypersensitivity reactions

(e.g., leukopenia, agranulocytosis) and
convulsive seizures are infrequent. Pig-

mentary retinopathy has been observed
where doses in excess of those recom-
mended were used for long periods of

time. May potentiate central nervous
system depressants, atropine, and phos-

phorus insecticides. Where complete men-
tal alertness is required, administer the

drug cautiously and increase dosage grad-

ually. In addition, orthostatic hypotension
(especially in female patients) has been
observed. Epinephrine should be avoided
in treatment of drug-induced hypotension.

Side Effects: Pseudoparkinsonism and
other extrapyramidal disorders are infre-

quent; drowsiness, especially in high
doses early in treatment, may occur; noc-

turnal confusion, dryness of the mouth,
nasal stuffiness, headache, peripheral
edema, lactation, galactorrhea, and inhibi-

tion of ejaculation are noted on occasion;

photosensitivity and other allergic skin re-

actions may occur but are extremely rare.

Before prescribing, see package insert for

full product information.

for moderate to severe anxiety

Mellaril
(thioridazine)
25 mg. t.i.d.

SANDOZ

miidJianfi
-^crr

• EMPHYSEMA
• ASTHMA
• CHRONIC BRONCHITIS
• BRONCHIECTASIS

***

0
Each tablet contains:

Potassium Iodide 195 mg.
Aminophylline v .

. 130 mg.
Phenobarlntal, Caution: May be habit forming. . . 21 ITlg.

Ephedrine HC1 16 mg.
FEDERAL LAW PROHIBITS

DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephedrinc-

phenobarbital. Iodides may cause nausea, long use

may cause goiter. Discontinue if symptoms of

iodism develop.

Iodide contraindications: tuberculosis, pregnancy.

DOSAGE
One tablet, with full glass of

water, 3 or 4 times daily.

Dispensed in bottles of 100 and 1000 tablets.

MUDRANE GG— Formula, dosage and package identi-

cal to Mudrane

—

except— 100 mg. glyceryl guaiacolate

replaces the potassium iodide. The value of Mudrane
cannot be enjoyed by a small group in which K.I. is

contraindicated. Mudrane GG is prepared for this group.

MUDRANE GG ELIXIR—Four 5 cc teaspoonfuls is

equivalent to one Mudrane GG tablet. Dosage adjusted

to age and weight of child. Mudrane GG Elixir is for

pediatric patients and those who think they cannot swal-

low tablets. Dispensed in pint and half gallon bottles.

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers of ethical pharmaceuticals since 1856
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DRUG COLLECTION—NOV. 7

The Woman’s Auxiliary to the Rhode Island

Medical Society will conduct its Annual Drug Col-

lection on

TUESDAY, NOVEMBER 7

Members of the Society are asked to have sam-

ple drugs, old medical textbooks, and outmoded

or repairable instruments ready on that day for

pickup by Auxiliary members.

The cooperation and generosity of physicians in

past years in this project won for the Auxiliary a

medal in recognition of the great effort everyone

made in this State to help those in need at home

as well as in many foreign lands. It is the hope

of the Auxiliary that every doctor will participate

in the collection campaign this year.

Airs. Vahey M. Pahigian

International Health Chairman

*$* *$* »-§ «§: *%* *%* §: *%* *|» *%+

VOLUNTEER PHYSICIANS FOR VIET NAM
The state medical societies have

shown a real and productive interest

in the Volunteer Physicians for Viet

Nam program, an interest vital to its

continuing success. As you know, this

program is financed by the United

States Agency for International Devel-

opment (USAID), and administered

under contract, by the American Med-
ical Association. Physicians sent to

South Viet Nam under the program

serve a 60-day tour of duty at one of

IS provincial civilian hospitals. The
volunteer receives only his transporta-

tion and an expense allowance of $10.00

a day; otherwise his services are en-

tirely voluntary.

At the request of President Johnson,

the volunteer physician program was

initiated in August 1965, under the

direction of the People - to - People

Health Foundation. In June 1966, the

contract was transferred to the Ameri-

can Medical Association, which had

assisted in the recruitment of physicians

for the project throughout its first year

of operation.

Over three hundred physicians have

participated in the program since iff

inception. Approximately one out of

every 1,000 licensed physicians in the

United States have voluntarily pro-

vided, under this program alone, over

50 man years of medical care to the

civilian population of South Viet Nam.
Current programming calls for the

continuing recruitment of 32 volunteers

every 60 days; 16 for medicine (general

practitioners, internists and pediatri-

cians) and 16 for surgery (general

surgeons, orthopedic surgeons, and

ophthalmologists)

.

This medical assistance program has

done much to improve the image of

American medicine and the American

physician.

WILL YOU VOLUNTEER?
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The 24th Charles Value Chapin Oration —
CLINICAL PRECISION IN THE USE OF ANTIMICROBIAL AGENTS*

Rational Chemotherapy Often Possible Prior To Identification Of Organism

LOUIS WEINSTEIN, Ph.D., M.D.

The Author. Louis Weinstein, Ph.D., M.D., of Boston,

Massachusetts. Associate Physician-in- Chic), and Chief

of the Infectious Disease Service, New England Medical

Center Hospitals, Boston, Mass.; Professor of Medicine,

Tufts University School of Medicine; Lecturer on Infec-

tious Diseases, Harvard Medical School.

The man in whose name I present this oration

has been known to me throughout almost all of my
student and professional life. I remember first hear-

ing of Charles Value Chapin’s contributions to pub-

lic health thinking and practice, and of his ideas

and originally iconoclastic views of fumigation,

quarantine, and isolation when, as a graduate stu-

dent in microbiology at Yale, I learned about what

was then called public health from Charles Edward
Amory Winslow, another great mind in American

Public Health. After a hiatus of some years, I again

began to hear of Doctor Chapin's observations and

concepts relating to the transmission of infection

and communicability of disease. At that time I

was at the Haynes Memorial Hospital, a communi-

cable disease hospital, in which Doctor Chapin’s

practices were the gospel and the daily routine, and

in which Doctor Conrad Wesselhoeft, who was my
chief and the Chapin Orator in 1957, reminded me
at least once weekly for many years that Dr. Chapin
had recommended some specific practice that I had
failed to carry out. Like so many other physicians,

I accepted as routine many procedures in the man-
agement of infectious diseases without knowing who
had originated them. The need to prepare for this

Oration led me to review as many of the publica-

tions of Charles Value Chapin as I could find, and
from these I learned that much of my practice in

the general care of infectious disease in the past and
even today is based on recommendations made
many years ago by Doctor Chapin, recommenda-
tions that, at the time they were made, stirred up
a great deal of controversy.

From the Infectious Disease Service of the New
England Medical Center Hospitals, and the Depart-
ment of Medicine, Tufts University School of Med-
icine, Boston, Massachusetts. Delivered at the 154th
Annual Scientific Assembly of the Rhode Island
Medical Society at Providence, R.I., May 5, 1965.

The availability of many drugs with which we
can now treat successfully most of the infections

which untreated ran their course to recovery or

death has altered not only the natural history of

these diseases, but has also influenced greatly the

methods by which their spread is controlled. The
physician’s life today should, therefore, be less com-
plicated than it was at the time Doctor Chapin
was concerned with problems in the field of infec-

tion. However, even in this era of a large number
of antibiotics, complex and difficult problems still

plague us. Life was really quite uncomplicated when
the only agents of value in the management of a
few infections were bismuth, arsenic, quinine, and
specific antiserums. The appearance of the sulfon-

amides was a boon that did little to complicate the
physician’s life. In fact, it made life much easier

since he now had a drug that cured bacterial infec-

tions and did not pose any dilemmas either as to

precise diagnosis or choice, because, if a sulfon-

amide was ineffective, there was nothing else of

significance to offer the patient. The physician’s

lot has, however, become increasingly difficult since

more active antimicrobial compounds have become
available, because now he must decide first, whether
his patient has an infection or some other disorder.

Second, if he decides that it is indeed an infection,

then he must make a judgment as f
.o whether or not

it might be due to an organism susceptible to an
obtainable antibiotic. Finally, if he decides that the
disease is treatable, he has the often difficult prob-
lem of making the best choice from the drugs at
hand, a number of which possess approximately
the same degree of antimicrobial activity, but dif-

fer in their potential to produce reactions. It is

these difficulties that sometimes lead physicians to
the improper use of antibiotics and to being accused
of employing these drugs indiscriminately.

If these difficulties are to be minimized or com-
pletely overcome, an attempt must be made to de-
termine their causes. Multiple factors, some of
which are beyond our power to control, are un-
doubtedly involved in the pathogenesis of these
problems. One that is most significant and also cap-
able of almost complete control is lack of a ra-

(Continued on next page)
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tional approach to therapy or, if you will, precision

in treatment. This stems, as it does in all diseases,

from lack oj precision in diagnosis. As one looks

back over the years, it becomes clear that there has

gradually developed an inverse relationship between

diagnostic and therapeutic precision on the one

hand, and the availability of antibiotic agents on

the other. So, as the number of these drugs has

increased, the pressures for exact diagnosis and

treatment which should also have increased, have, in

many instances, actually decreased. Attitudes not

uncommon today are (1) that all suspected infec-

tions must be exposed to the ‘‘benefits” of chemo-

therapy, (2) that if one antibiotic does not produce

the desired result, then another, and another, and

even another should be employed in rotation, and

(3) that dilemmas that cannot be resolved in any

other way are best eliminated by simultaneous ad-

ministration of two, three, or even four drugs, an

onslaught which no respectable organism would

dare or could resist. That our therapeutic precision

has been steadily declining for some time is well

emphasized by the fact that drug companies have

made available to us antibiotic combinations which

not only spare us the trouble of selecting specific

agents but even save us the anguish of decision as

to dosage.

To pose a problem without offering possible so-

lutions constitutes a sterile intellectual exercise. The
purpose of my discussion is not just to criticize lack

of rational and precise therapy, but rather to try

to suggest some approaches which may help to min-

imize some of the difficulties. When one thinks of

rational and precise treatment, he must perforce

concentrate on two requirements; first, rational and

precise diagnosis, and second, precision in selection

and use oj a particular drug. Precise diagnosis of

a degree adequate to insure selection of the most

effective treatment for an infection is usually

equated with exaot microbiologic identification of

the causative agent. This is not always possible be-

cause ( 1 )
the rapid course of some infections, acute

purulent meningitis for example, makes mandatory

the institution of chemotherapy before the exact

nature of the responsible organism can be estab-

lished; (2) some infectious agents, viruses for ex-

ample, cannot be identified by the methods pres-

ently available in routine diagnotic laboratories;

and (3) practical considerations may make it dif-

ficult or even impossible to culture, let alone iden-

tify, every agent in every patient seen by every

physician. Since absolutely precise diagnosis is not

always possible, the first approach to precision in

treatment rests on clinical evaluation and exercise

of critical judgment confirmed, whenever possible,

by laboratory studies. Once the need for therapy

has been decided, a certain degree of precision is

required in the selection of the drug to be used.

Although determination of antibiotic sensitivity

patterns in the laboratory is highly desirable, and
should be carried out in particular situations, the

initial decisions as to choice of antibiotic must often

be made on clinical grounds alone. This involves a

judgment not only of degree of antibacterial activ-

ity of a drug but also of its potential for producing

untoward effects, its best and most convenient

route of of administration and, very importantly,

its cost.

The purpose of my discussion is two-fold. First,

I want to present some clinical observations that

may be helpful in the diagnosis of infection because

they are sufficiently specific to allow the initiation

of relatively precise therapy without definitive mi-

crobiologic information. Such observations can be

classified into three groups: (1) Epidemiologic

Data; (2) Microbiological Statistics; (3) The
Mode oj Onset and Course oj a Disease. Second,

I shall offer some suggestions that may be of help

in the selection of an antibiotic with a degree of

precision that allows the greatest possibility of

doing good and the smallest risk of producing harm.

CLINICAL DIAGNOSIS OF THE ETIOLOGY OF
INFECTIONS

(A) Epidemiologic Information

Epidemiologic studies are usually considered to

be primarily the concern of public health physicians

and of those whose main interest is in the preven-

tion of disease. However, information derived from

such studies may often be of great help to the clin-

ician because it may point to a specific infectious

agent and allow precise therapy in cases in which

it is not possible to isolate and identify the causa-

tive agent early enough to influence the choice of

therapy, or because the technics necessary to es-

tablish the diagnosis are either not adequate or not

available in routine microbiology diagnostic labo-

ratories. There are three primary approaches to

eliciting epidemiologic information that may be

helpful diagnostically: inquiry into (1) animal or

insect contacts, (2) occupation, and (3) geography.

I should like to illustrate the diagnostic and thera-

peutic significance of each of these by citing briefly

a few personal experiences.

I. Animal Contacts.

( 1 ) Patient with pneumonia who has had contact

with birds: The history of contact with birds in a

person who has etiologically-undetermined pneu-

monitis is often the single point on which the na-

ture of such an infection can be sufficiently defined

to allow initiation of effective therapy. Once a pneu-

monia has been determined to be nonbaoterial in

origin, the simple diagnosis of ‘virus pneumonia”

is far from adequate, because it is common practice

to include all undefinable causes of acute inflamma-



CLINICAL PRECISION IN THE USE OF ANTIMICROBIAL AGENTS 683

tion of the lung in this category. Pulmonary disease

due to the true viruses such as influenza, measles,

chickenpox, ECHO, adenoviruses, and others is not

amenable to therapy with any of the presently

available antimicrobial agents; in fact, the use of

such drugs is probably contraindicated because of

the risks of superinfection. The psittacine-orni'thine

group of organisms, although not viruses, produce

indistinguishable clinical pictures, but differ be-

cause they are susceptible to the tetracyclines and

chloramphenicol. The diagnosis of psittacosis or

ornithosis cannot be made on the basis of the clin-

ical or roentgenographic features of the pulmonary

infection alone. The laboratory is also of no help in

the acute stages of these disorders. The white blood

count may be low, normal or elevated. Methods for

isolating the causative agent are not available in

routine diagnostic laboratories. The presence of the

disease is usually proved only restropectively by se-

rologic studies if the patient survives, or by histo-

logic examination if he dies. It is important to stress

the fact that this disease may terminate fatally, if

not treated. Experience has taught that the simplest

and mo9t direct way of making a diagnosis of this

kind of disease at a time when it will be of greatest

benefit to the patient is to make inquiry regarding

contact with any type of bird within 2 to 4 weeks

of the onset of illness. A positive history of ex-

posure to parakeets, parrots, love birds, canaries,

or pigeons in cases of “viral pneumonia” should

dictate a trial of chemotherapy. This is so even if

the birds have been healthy, because they may be

carriers of psittacine ornithine agents without ex-

hibiting any manifestations of illness. The diagnosis

should and can be established later by serologic ex-

amination of serums collected in the acute and
convalescent phases of the disease.

(2)

Patient with axillary lymphadenitis and en-

cephalitis who owns a cat: Several years ago a

young woman was admitted to my service present-

ing a clinical picture of mild encephalitis. The ini-

tial diagnosis was viral encephalitis. However, dis-

covery of a few healed scratch marks on the an-

terior chest and abdomen led to inquiry as to pos-

sible animal contacts. It was then learned that the

patient had acquired a kitten several months before

she became ill, and that she allowed the animal

to crawl on her chest and abdomen each morning

as she lay in bed. In fact, about 2 weeks before

neurologic manifestations appeared she had had
enlarged tender lymph nodes in one axilla; these

were absent at the time she arrived in the hospital.

Since it is well known that cats may transmit tula-

remia, this possibility was considered and the ques-

tion of antibiotic therapy raised. However, the fact

that the axillary bubo had disappeared before the

encephalitis developed, and a test for cat scratch

disease was positive, suggested the latter possibility

Several serologic tests carried out during the course

of the illness were consistently negative for tula-

remia.

(3) Pig breeder with jever and pain in neck

:

This syndrome, while suggestive of a variety of

diagnostic possiblities, should always raise the ques-

tion of brucellosis. While this disease is now quite

uncommon in New England, it is still seen occasion-

ally in swine. Farmers who raise these animals

should be considered as possible cases of brucella

infection if they develop febrile illnesses, especially

if there is a suggestion of a localized lesion of the

spine, as expressed by local pain and tenderness,

especially in the cervical or lumbar areas. Such pa-

tients must be studied carefully with adequate blood

cultures made in media which will support the

growth of these organisms and which must be in-

cubated for at least 2 to 4 weeks in an environment

of carbon dioxide. If a destructive lesion of one of

'the vertebral bodies is detected in such an indivi-

dual, the suspicion of a diagnosis of brucellosis is

sufficient to warrant carrying out specific serolo-

gical studies. If these are positive, antibiotic the-

rapy should be undertaken before the specific or-

ganism is isolated. In many instances, the patient

will be recovering before the causative agent is

recovered and identified.

(4) Patient with fever, chills, jaundice, and leu-

cocytosis who dwns a dog: Very recently a patient

was brought 'to our attention because of fever and

chills for which no cause could be found. A mod-
erate degree of hepatomegaly and mild scleral ic-

terus were detected. Although the diagnosis of viral

hepatitis was entertained, the presence of a white

blood count of 15,000 with a shift to the left cast

some doubt on this diagnosis. Inquiry into animal

contacts revealed the presence of a recently ac-

quired young dog in the family. This raised the

question of leptospirosis, a possibility that was
strengthened when proteinuria, hematuria, and a

moderate degree of renal insufficiency became ap-

parent over the next 2 to 4 days. A diagnosis of

this disease was made on the basis of the animal

contact and the clinical picture. Therapy with tetra-

cycline produced rapid recovery. Methods for iso-

lations of the causative agent were not available

in the hospital in which the patient was confined.

The diagnosis was proved several weeks after com-
plete recovery when a highly significant increase in

agglutinins for leptospirae was demonstrated by
study of acute and convalescent phase serums.

(5) Patient with an ulcer on the thumb, an en-

larged axillary lymph node on the same side, and
fever: While such a constellation of manifestations

suggests a variety of infections, inquiry into animal

contact, with special emphasis on the location and
(Continued on next Page)
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type of such contact, may immediately focus atten-

tion on a specific disease. A patient whom we saw
with this syndrome told us that he had skinned a

rabbit which his dog had caught. The fact that the

dog had been able to catch the rabbit raised the

suspicion that the latter was probably sick because,

in a healthy state, it should have been able to out-

run its pursuer. The fact that this had happened
on Cape Cod, Massachusetts, together with the

clinical picture, raised the strong possibility of tula-

remia. Streptomycin therapy was instituted on this

basis. Only after treatment was well under way and
recovery had started was P. tularense isolated from

the digital ulcer and from material aspirated from

the axillary bubo.

II. Occupation

Inquiry into the occupation of individuals with

etiologically-obscure infections may often be very

helpful in suggesting the presence of a specific

disease and indicating treatment with a particular

antimicrobial agent before the causative organism

is recovered. A few examples will serve to illustrate

the diagnostic importance and usefulness of such

information.

(1) The patient who works with leather, animal

hair, wool, or elephant ivory who presents himself

with a “pimple” on any exposed area of the skin

should promptly be suspected of having anthrax,

especially if the lesion is surrounded by a large area

of gelatinous edema. On this basis alone, the diag-

nosis of the disease can frequently be made in the

early stage of infection when the characteristic

“malignant pustule'’ may not yet have developed.

This is often sufficient to allow the initiation of

antibiotic therapy before isolation and identficaton

of B. anthracis. It must be emphasized that not

only the persons who actually handle these animal

products are exposed to this disease. Any individ-

ual employed in an establishement in which such

materials are processed may develop this infection,

regardless of the nature of his work, because the

spores of the organism may be widely disseminated

throughout the plant and may gain access through

any minor wound.

(2) A man who works with living or dead cattle

who develops a picture suggestive of “viral pneu-

monia” should, because of his occupation, be sus-

pected of having Q fever. Unlike the true viral

pneumonitides which are unaffected by exposure to

any of the presently-available antimicrobial drugs,

Q fever responds well to therapy with one of the

tetracycline compounds because it is cause by a rick-

ettsia, Coxiella burneti. Since this diagnosis is usu-

ally proved only retrospectively by serologic studies,

it is clear that, if Q fever is to be treated early, its

presence must be suspected purely on the basis of

the clinical findings and (the nature of the occupa-

tion of the patient.
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(3) Veteranarians are prone to develop a number
of infections carried by animals'. Thus, those who
have a small animal practice may get leptospirosis,

rabies, or pasteurellosis from contact with dogs. If

they care for cats, they may acquire tularemia,

rabies, rat bite fever, pneumonia, diphtheria, tuber-

culosis, brucellosis, typhus, ringworm, creeping

eruption, or cat scratch disease.

(4) Individuals who have worked for an appreci-

able period of time in any occupation in which they

are exposed to small particle size silica must be sus-

pected of having tuberculosis if, superimposed on

pulmonary fibrosis, they develop fever and exhibit a

change in the character of the lung findings. The
association of silicosis with a marked predisposition

to the development of tuberculosis is common.
Therefore, the appearance of a febrile illness sug-

gesting pulmonary disease in anyone who has been

a granite worker or sandmolder or who has used an

emery wheel extensively must raise the possibility

of active tuberculosis strongly enough to suggest

that treatment for this disease be undertaken before

isolation of tubercle bacilli proves the diagnosis.

(5) Florists or those whose occupation involves

the cultivation or handling of shrubs or trees should

be suspected of having sporotrichosis if they devel-

op a papule on an exposed area of skin together

with a nodular lymphangitis. The reason for the

predisposition of these occupations to this disease

rests on the fact they often involve exposure to

sphagnum or sorghum mosses. These materials are

often contaminated by Sporotrichum schenkii, es-

pecially if they are obtained from certain areas of

the United States.

III. Geography

Information concerning the area in which a pa-

tient has been living at the time when he developed

an infection or where he has resided in the recent

past, even as long as 50 to 60 years ago, may be

critical in suspecting a specific infectious disorder

and in dictating effective treatment well before the

exact diagnosis can be established by microbiologi-

cal or immunological methods. A few illustrations

will serve to emphasize the clinical significance of

such information. Lack of space prevents discussion

of many others.

( 1 ) Patients with fever, a rash, and severe head-

ache in the absence of signs of meningitis should be

suspected of having recrudescent typhus fever

(Brill’s disease), if their land of origin is in eastern

Europe or if they came from County Galway, Ire-

land. This is true even when rash is not present or

if they have been living in the United States for as

long as 50 to 60 years before becoming ill. This

set of circumstances is sufficient to indicate a trial

of tetracycline therapy which, if the clinical diag-

nosis is correct, will produce cure well before (the
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specific nature of the disease is identified by sero-

logic studies.

(2) Individuals who have lived in any area of

the world where malaria is endemic should be stud-

ied for the presence of this disease if they develop

an undefinable febrile illness even as long as a year

after they have returned from such a country. The

factor responsible for the long delay in the onset

of the malaria, usually due to P. vivax, is prophy-

laxis, commonly with chloraquine, during the pe-

riod of residence in the malarial environment. This

diagnosis is often overlooked in such cases for three

reasons: (1) the fact that the patient has lived in

a country where malaria is common is not elicited.

(2) If this information is obtained, the time lapse

between onset of illness and return to the United

States is considered too long. (3) Early in this kind

of disease, fever is not typical but often occurs as

a daily spike for as long as a week before the char-

acteristic tertian pattern develops.

(3) A diffuse pulmonary disease characterized

by fever and no other findings frequently presents

a difficult diagnostic problem. However, if the pa-

tient has recently been in an area where coccidio-

domycosis or histoplasmosis is common, the possi-

bility that either of these disorders is present must

be given very serious consideration. This is especi-

ally so because neither of these infections will re-

spond to the administration of any of the available

antibacterial agents. The only effective drug is am-

photericin which must be given if progession or

dissemination of the disease occurs or if its course

is altered by the development of a complication.

(4) The common problem of decision regarding

the need for therapy of undefined acute pharyn-

gitis when etiologic information from cultures is

not available, is often easily resolved when the type

of disease prevalent in the area where the patient

lives is known. Thus, if previous studies have in-

dicated a high incidence of sore throat due to group

A Strep pyogenes (‘‘beta-hemolytic streptococccus”)

in the locale where the physician is practicing, there

is a great likelihood that a large percentage of the

persons whom he sees with this complaint will have

disease due to this organism. In this circumstance,

it appears entirely justifiable to treat with peni-

cillin or another effective antibiotic, even in the

absence of microbiological proof of etiology. On the

other hand, if there is evidence that viral pharyn-

gitis is common and streptotoccal disease rare or

absent in a given area, the physician is usually jus-

tified in withholding specific therapy.

(B) Bacteriological “Statistics”

Knowledge of the kinds of organisms most often

involved in infections of specific anatomical areas

is very often of critical importance in making an
etiologic diagnosis, and in permitting relatively pre-

cise selection of an antimicrobial agent with a strong

possibility that it will prove to be effective. In es-

sence, the term “bacteriologic statistics” may be

defined as information indicating what bacteria

produce infections in what areas of the body most

often. A few illustrations will serve to emphasize

the significance of such facts in the ‘‘precise” choice

of therapy when the specific responsible organism

is not available for identification.

(1) Urinary Tract Infection. Gram negative bac-

teria are far and away the organisms most fre-

quently involved in infections of the urinary tract.

Thus, treatment of this kind of disease, before

identification of the etiologic agent, requires the

choice of a drug to which these bacterial species

are likely to be sensitive. The circumstances in

which this kind of disease develops may also be

significant in indicating involvement of specific

organisms. Thus, urinary tract infection in the per-

son without obstructive uropathy and otherwise

healthy is usually due to E. coli. Occasionally, in-

dole-negative Proteus ( Proteus mirabilis ) or mem-
bers of the Klebsiella-Aerobacter group may be

responsible for this infection in such individuals. On
the other hand, patients who have chronic recurrent

infection of the urinary tract or who have developed

this difficulty after repeated or prolonged catheriza-

tion are more likely to be invaded by Pseudomonas

aeruginosa, indole positive strains of Proteus ( Pro-

teus vulgaris) or by a mixture of both gram-nega-

tive bacilli and gram-positive cocci such as the en-

terococcus and alpha-hemolytic streptococci. People

with intestinal disease due to Salmonella or Shigel-

la, may develop urinary tract infections due to these

organisms.

(2) Otitis Media. Bacterial infections of the mid-

dle ear are most often due to a limited number of

species. The commonest organisms responsible for

acute purulent otitis media are D. pneumoniae, H

.

influenzae, group A Strep, pyogenes, and Staph-

aureus. The frequency with which these are respon-

sible for such disease is to a great degree condi-

tioned by the age of the patient. So, in children 3

years of age or younger, H. influenza is the most

frequent cause of this kind of infection, the pneu-

mococcus is next most common and is followed in

frequency by Staph, aureus and Strep, pyogenes.

In adults, on the other hand, H. influenzae is rarely

involved in this type of infection. D. pneumoniae

is most often responsible for acute suppurative otitis

media in this age group; Strep, pyogenes and Staph,

aureus are less often involved.

The microbial agents recovered from chronic oti-

tis media are entirely different from those isolated

from acute cases. Gram negative organisms such

as E. coli, A. aerobacter, Proteus strains, Pseudo-

monas aeruginosa, and Staph, albus are predomi-

nant in the chronic infection. This kind of middle

(Continued on next Page)
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ear disease requires, therefore, a very different the-

rapeutic approach than the acute type.

Choice of treatment for acute purulent otitis

must be directed toward drugs that are known to

inhibit gram-positive cocci in adults and these or-

ganisms as well as H. influenzae in children. This

suggests the use of penicillin G in the older age

groups and ampicillin in youngsters. Involvement

by penicillin-resistant strains of Staph, aureus will

require administration of one of the penicillinase-

resistant semisynthetic penicillins, cephalothin or

lincomycin. Treatment for chronic middle ear in-

fections necessitates the use of drugs to which the

gram-negative bacteria usually present may be sen-

sitive, until exact microbiological information de-

fines the most effective agent.

(3) Meningitis. The discovery of meningitis that

is not readily definable etiologically is often the

signal for an antibiotic attack with three or more

drugs. That this is not necessary is amply sup-

ported by “bacteriological statistics” indicating the

most frequent cause of this kind of disease in other-

wise health individuals. The three bacteria most

often responsible for acute purulent meningeal in-

fections in adults and children are the pneumococ-

cus, the meningococcus, and H. influenzae. Age is

often the prime factor permitting a judgment to be

made in regard to w'hich one of these organisms is

most apt to be involved. Thus, the commonest cause

of meningitis in youngsters between the ages of 6

months and 3 years is H. influenzae. E. coli and

Samonella are very often responsible for meningeal

infections in babies 3 months old or younger. It

must be stressed, however, that both the pneumo-
coccus and meningococcus may produce this disease

in young children. The diagnostic problem is even

less difficult in adults for D. pneumoniae and N.
meningitidis are far and away the most common in-

vaders of the meninges in this group. It is clear,

therefore, that an etiologically-undefined episode of

acute purulent meningitis in otherwise healthy in-

dividuals does not really present a therapeutic di-

lemma requiring the application of polypharmacy

for resolution. Ampicillin is the drug of choice at

present for the treatment of undefined bacterial

meningitis in children because it is active against

all of the organisms that are most frequently re-

sponsible for this disease at this age. The problem

is just as uncomplicated in adults. Although am-
picillin may also be useful in older individuals, the

two bacterial species which invade their meninges

most commonly are highly susceptible to large doses

of penicillin G. Except in rare instances, it should

not be necessary to treat meningitis, the cause of

which is not apparent early, with more than one

antimicrobial agent if the physician is aware of

the commonest causes of this kind of infection.

The use of two or three antibiotics in an attempt
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to “cover” all possibilities is, in my opinion, bad

practice.

It must be emphasized that in patients in whom
the effectiveness of the normal defense mechanisms

has been impaired by disease or drugs, in those in

whom trauma to the meninges and the structures

close to them has occurred, in instances in which

the subarachnoid space has been invaded during the

course of diagnostic or therapeutic procedures and

in cases in which an open pathway to the meninges

is present as a consequence of meningococeles,

tears in the dura, dermal sinuses, or fractured crib-

iform plates, the species of bacteria that may cause

acute purulent meningitis are, for the most part,

unpredictable. In individuals who have not had re-

cent trauma and appear generally healthy, a history

of repeated episodes of bacterial meningitis should

immediately raise the probability that a subsequent

acute meningeal infection for which they are seen

is due to the pneumococcus. This is the organism

most often involved in such cases; H. influenzae is

next most common, but is much less frequent than

the pneumococcus. The rarity with which other bac-

teria, ordinarily present in the upper respiratory

tract, are responsible for recurrent meningitis is a

matter for wonder. (It is of some diagnostic im-

portance that only about 50 per cent of patients

who are subject to recurrent attacks of this kind

of infection have episodic or chronic spinal fluid

rhinorrhea.)

(C) Mode of Onset and Course of an Infection

Study of the mode of onset and the clinical fea-

tures that characterize the course of an infection

has often proved, in my experience, to yield enough

information to make an etiologic diagnosis which,

on the basis of laboratory examinations, subse-

quently proves to be correct. In many instances

this is the only basis on which precise chemo-

therapy can be selected before exact identi-

fication of the cause of the disease can be estab-

lished; it is especially helpful in infections in which,

for various reasons, it is not possible, by routine

procedures, to isolate the responsible organism.

There are many infectious diseases in which such

a clinical approach is very helpful; limitations of

space permit persentation of only a few examples.

( 1 ) Pneumococcal Pneumonia. A patient with a

mild etiologically-unidentified upper respiratory

infection for several days or more who suddenly

develops a severe chill, fever, pleuritic pain, cough

productive of blood-streaked or “rusty” sputum

and is found to have suppressed breath sounds

over one lung lobe, especially one of the lower ones,

should be suspected strongly of having pneumonia

due 'to the pneumococcus rather than some other

organism. Although other kinds of pneumonitis

may start in the same fashion — even viral or

Mycoplasma infections of the lung sometimes pre-
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sent in this manner — pneumococcal pulmonary

disease is featured by these early manifestations

most often.

(2) Meningococcemia and Meningococcal Men-

ingitis. A sore throat for 2 to 3 more days followed

by fever, with or without chill, and the develop-

ment of a generalized morbilliform rash most in-

tense on the extremities must always raise the sus-

picion of meningococcemia. If the original measles-

like eruption takes on a petechial or purpuric ap-

pearance within a short time, the possibility of

meningococcal bacteremia is increased; meningitis

may fail to develop in some instances or may fol-

low shortly after the appearance of the bacteremia.

If signs of meningeal initiation and purulent spinal

fluid develop, the course of events is sufficiently

characteristic to permit a clinical diagnosis of men-

ingococcal meningitis and initiation of specific the-

rapy even when the typical organisms cannot be

detected. Other meningitides in which petechial

rashes appear and which may occasionally be con-

fused with disease due to N . meningitidis are those

caused by H. influenzae and type 9 Echovirus.

(3) Pneumococcal Meningitis. Although about

50 per cent of cases of pneumococcal meningitis are

“primary,” that is, no focus of infection from which

the pneumococcus could have invaded the meninges

can be detected, the other half follows paranasal

sinusitis, suppurative otitis media, or pneumonia

due to this organism. Thus, any adult who devel-

ops a syndrome consistent with acute suppurative

disease of the meninges in which no organisms

can be detected early in the course of illness, should

be treated for pneumococcal meningitis if he has

had acute infection of the paranasal sinuses, mid-

dle ear or lungs prior to the appearance of the

central nervous system manifestations. Rarely, this

kind of meningitis has been noted to follow an epi-

sode of acute cholecystitis.

(4) Cl. welchii ( perfringens ) Bacteremia —
“The Pink Lady Syndrome.” The sequence of

events early in the course of Cl. welchii bacteremia

may be so characteristic that the nature of the dis-

ease may be suspected and effective treatment un-

dertaken days before the cause of the illness can

be established bacteriologically. I can best illus-

trate this by describing the sequence of events in

a patient whom I had the opportunity to see some

time ago. This was a woman in her mid-thirties

who delivered a 'baby 4 to 5 days after spontaneous

rupture of the membranes. Although it was noted

that the lochia had a foul odor, the attention of

her physician to the possibility of trouble was first

attracted by the fact that the patient’s skin began

to redden strikingly within several hours of deliv-

ery. Because of fever, leucocytosis, and the “rash,”

a diagnosis of scarlet fever was made. Examination.

at this time, however, revealed no eruption but

marked redness of the entire skin. Most signifi-

cant was a loss of hemoglobin of 8 gm. per 100

ml. from the time of delivery in the morning to

mid-afternoon. This, together with the red discol-

oration of the skin, the fever and leucocytosis, and

the report of foul-smelling lochia suggested the

possibility of bacteremia due to Cl. welchii. This

organism produces a potent hemolysin (M-lecithi-

nase) which causes very rapid laking of erythro-

cytes. The abnormal skin color was attributed to

deposition of hemoglobin. Gram-stained smears of

the lochia revealed many large gram-positive bacil-

li which, when cultured, proved to be Cl. <welchii

.

Therapy with antitoxin and large doses of peni-

cillin was undertaken immediately and cure of the

infection accomplished. However, as a result of

severe hemoglobinuria renal tubular necrosis de-

veloped and, despite repeated hemodialysis, the pa-

tient died of kidney failure several weeks later.

Any patient with known gas bacillus infection

in any area of the body who develops a syndrome

characterized by rapid decrease in hemoglobin

should be considered to have clostridial bacteremia

and treated for this immediately, despite lack of

proof of the presence of these organisms in the

blood.

(4) Right-Sided Bacterial Endocarditis. A diag-

nosis of endocarditis involving the right side of

the heart is very often difficult even when the

most refined microbiological technics are employed.

This is so because, because, except in cases in

which Staph, aureus is involved, blood cultures are

often sterile. To compound the problem, at least

one-third of patients with this kind of disease do

not have a detectable cardiac murmur. The clinical

manifestations that develop in the early and late

phases of right-sided endocarditis are, however,

often sufficiently characteristic to suggest the di-

agnosis and to allow initiation of treatment in the

absence of bacteriologic proof. An initial syndrome

of any degree of fever and a murmur in an indi-

vidual who, during the course of illness, experiences

several bouts of “pneumonia” involving different

areas of one or both lungs should alert the physi-

cian to the strong likelihood of this disease. This

is especially true if a left to right shunt is known

to exist. The “pneumonias” are episodes of pul-

monary infarction, since emboli arising in the right

heart will obviously lodge in the lungs. If the or-

ganism responsible for the endocarditis is rela-

tively non-pathogenic, the infarcted areas will usu-

ally not become infected. On the other hand, if

Staph, aureus is involved, the infarcted pulmonary

tissue will suppurate; ini such cases, the blood cul-

tures often become positive. The late phase of

(Continued on next Page)
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right-sided endocarditis is characterized by clinical

features that are also very suggestive. As this dis-

ease progresses without treatment, most of the pa-

tient will eventually develop jaundice, hepatomeg-

aly, proteinuria, hematuria, and progressive renal

insufficiency. Although blood cultures are most

frequently sterile at this stage, intensive antimicro-

bial therapy should nevertheless be undertaken be-

cause recovery may take place despite the long

delay in treatment. If streptococcal infection is

suspected, the administration of 20 million units

of penicillin G plus one gram of streptomycin per

day may prove effective. If the causative agent

is thought to be Staph, aureus, treatment with

cephalotin ( 1 gm. intravenously every 2 hours)

or large doses of oxacillin is indicated.

(5) Differentiation of Viral, Tuberculous, and
Partially-Treated Pyogenic Meningitis. One of the

difficult problems in 'the field of infectious disease

is the differentiation of viral, tuberculous, and

partially-treated purulent (bacterial) meningitis.

This dilemma demands rapid resolution because of

the need for specific therapy for the relapsing par-

tially-treated bacterial infection of the meninges,

and because many patients with tuberculous menin-

gitis will be dead or beyond the point of salvage if

treatment is delayed for the 4 to 6 weeks required

for bacteriologic proof of the presence of the tu-

bercle bacillus. However, these types of meningitis

can very often be distinguished on the basis of pro-

gressive changes in cellular and biochemical char-

acteristics of the spinal fluid, if it is examined

every 24 to 48 hours. This is best illustrated by
presenting a hypothetical patient with fever, signs

of meningeal irritation, and a spinal fluid contain-

ing 500 cells of which 60 per cent are lymphocytes

and 40 per cent neutrophiles, 60 mg. of sugar and

75 mg. of protein per 100 ml., and no organisms

demonstrable in stained preparations or in early

cultures. These findings are consistent with any of

the possibilities mentioned above, including treat-

ment with an antimicrobial agent which has par-

tially suppressed a bacterial infection of the men-

inges other than tuberculosis. The following course

of events characterizes each of these: Viral Menin-
gitis : The total cell count does not change signifi-

cantly over a few days. However, the percentage

of lymphocytes increases rapidly, reaching a level

of 90 per cent or higher in a short time. With

rare exeptions, the sugar level remains normal when

compared to simultaneously determined blood glu-

cose concentrations. The protein content often does

not change; however, it may rise slightly. Partially-

Treated Bacterial Meningitis: If treatment, though

partial, has succeeded in eradicating the causative

organism, serial examination of spinal fluid will

disclose a gradual fall in the total number of cells,

a relatively rapid increase in the ratio of lympho-

cytes to neutrophiles, maintenance of a normal

sugar level, and a decrease in quantity of protein.

If, however, therapy has been inadequate and the

infecting bacterium has been suppressed but not

eliminated, relapse of disease will be indicated by
'the following progressive alterations in the spinal

fluid: Rapid increase in total number of cells ac-

companied by a sharp rise in the percentage of neu-

trophiles, decrease in concentration of sugar and

increase in protein to levels above those commonly
present in viral meningitis. Organisms not detected

either by stained smear or culture initially may
become readily visible and culturable. Tuberculous

Meningitis: The early stage of tuberculous men-
ingitis may readily be confused with viral or par-

tially-treated bacterial infections of the meninges.

Differentiation of the forms of meningeal disease

is critical for survival. Examination of spinal fluid

every 24 to 48 hours is usually sufficient to estab-

lish the correct diagnosis. The following sequence

of changes is highly suggestive of tuberculous men-

ingitis: (a) little or no change in the number of

cells, (b) gradual increase in the percentage of

lymphocytes, (c) progressive decrease in concen-

tration of glucose, and (d) relatively rapid rise in

protein content, levels over 100 mg. per ml. being

quite common. If, in addition to the laboratory

findings, bilateral sixth cranial nerve (N6) paresis

or paralysis develops, the diagnosis of tuberculosis

of the meninges can be considered established. In

over 20 years of experience, I have never seen a

case in which the serial spinal fluid changes de-

scribed above and bilateral N6 involvement have

been present that has not proved to be tuberculous

meningitis by subsequent isolation of the organism

during life or at necropsy. It must be emphasized,

however, that cranial nerve palsies, including N6
dysfunction, may occur occasionally in all of the

common forms of bacterial and viral meningitis

and that this finding by itself is not diagnostic of

tuberculous disease of the meninges.

These are only a few illustrations of the value

of study of the nature of the onset and clinical

course in the diagnosis of specific infections. Such

information is often a very adequate basis for

suspecting involvement by a particular organism

and for initiating effective antimicrobial therapy

before the causative agent is isolated and identi-

fied. Space does not permit discussion of many
other infectious diseases in which this approach

may be of great help to the physician faced by
diagnostic dilemmas which demand early solution.

CLINICAL PRECISION IN THE SELECTION AND
USE OF ANTIMICROBIAL AGENTS

The choice of potentially effective antimicrobial

therapy rests first and firmly on the results of
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clinical evaluation and judgment of the probable

cause of an infection when specific laboratory data

are not available. However, this alone is not suf-

ficient to permit the most precise choice of a drug.

A number of other factors demand consideration

in the selection of a specific chemotherapeutic

agent, if optimal therapeutic results are to be pro-

duced. Careful review of these factors is mandatory

even when the causative agent has been isolated

and identified and its sensitivity to various anti-

microbial drugs has been determined. I want

now to discuss some of the bases for the selection

of antimicrobial agents, the careful application of

which will result in the most precise, effective, and
safe use of these drugs.

( 1 ) The antibiotic selected must be known or

proved by sensitivity testing to be the most effec-

tive agent available for eradication of the offending

organism.

(2) If a number of equally active compounds
are available, the one with the lowest potential for

producing any type of untoward effect must be the

agent of choice. An antibiotic which has produced

a severe or life-threatening reaction such as ana-

phylaxis, bone marrow depression, exfoliative der-

matitis, serum sickness, or purpuric rash should

not be readministered even if, on the basis of mic-

robiological studies, it proves to be the most active

against the causative organism.

(3) When dealing with staphylococcal infections

it is important to determine whether they were

acquired inside or outside the hospital. Patients

who develop this kind of disease during or shortly

after a period of hospitalization are very likely

to be the victims of a penicillin G-resistant strain

and should, therefore, be treated with one of the

semi-synthetic penicillins such as oxacillin or naf-

cillin, or with caphalothin or lincomycin. On the

other hand, staphylococcal infections involving in-

dividuals Who have not been in a hospital for a

year or more are very apt to be due to penicillin

sensitive organisms and can be treated effectively

with penicillin G.

(4) The presence of disease states other than
the infectious process itself may be critical in the

selection of an antibiotic. Thus, a patient with
known hepatic insufficiency must not be exposed to

drugs which are excreted by the liver, especially

if they are known to be potentially hepatotoxic.

Among these are some of the tetracycline corn-

ponds, novobiocin, chloramphenicol, and erythro-
mycin. The greatest caution must be exercised in

the choice of antimicrobial agents for use in indi-

viduals with any degree of renal failure. The anti-

biotics which are safe in such persons are erythro-

mycin, chloramphenicol, and novobiocin. Those
which should be avoided include neomycin, van-

comycin, bacitracin, tretracycline, and demethyl-

dhlortetracycline. A number of other drugs can be

used in the presence of renal failure but must be

given in reduced doses; included in this category

are penicillin G (10,000,000 units per day appears

to be elatively safe) and oxytetracycline. Although

some investigators administer small quantities of

colistin, polymyxin, or kanamycin in this circum-

stance, I prefer not to give these compounds be-

cause they are occasionally nephrotoxic in persons

with normal kidney function. However, if no other

antibiotics can be employed in a given situation, I

would not hesitate to administer any of these at

a reduced dosage level. Unfortunately, there are

inadequate quantitative data to indicate the exact

degree to which the dose of these and other anti-

microbial compounds must be reduced in relation

to the level of kidney dysfunction. A very special

and often overlooked danger associated with the

use of penicillin G in persons with renal insuffi-

ciency is the fact that the commonly-available

commercial preparations are the potassium salt of

this drug. There are approximately 1.5 meq./L. of

K for every one million units of penicillin. It is

obvious that when treating patients having kidney

failure with this antibiotic failure to consider this

fact may led to lethal hyperkalemia.

Pregnant patients may suffer severe liver damage
if given tetracycline comounds in the presence of

acute pyelonephritis. The use of these drugs in

babies or very young children should be avoided

because of the damage they produce in developing

teeth, resulting in brown discoloration and hypo-
plasia of enamel. Chloramphenicol should not be
administered to newborn children, especially if

they are premature, in a dose greater than 25 mg.

per Kg. Larger quantities may produce the “gray”

syndrome which may be fatal. This is due to cir-

culation of excessive concentrations of biologically-

active unconjugated drug. Failure to completely

inactivate chloramphenicol by very young babies is

due to the fact that they are unable to produce
sufficient glucuronic acid to adequately conjugate

the antibiotic. Patients with known glucose 6-

phosphate dehydrogenase deficiency must not be
treated with sulfisoxazole (Gantrisin®), sulfame-

thoxypridazine (Kynex®), sulfamethoxypyrimidine

(Madribon®), nitrofurantoin (Furadantin®), sali-

cylazosulfapyridine (Azulfidin®), or chlorom-
p'hicol because they may develop severe hemolytic

anemia.

(5)

The use of combined antibiotic therapy as a

substitute for clinical or laboratory diagnosis of the
etiology of an infection is, with rare exceptions, a
very questionable practice. Although many such
mixtures exert a “broad-spectrum” effect, their

(Continued on next Page)



690 RHODE ISLAND MEDICAL JOURNAL

level of antimicrobial activity is frequently unpre-

dictable; it may be additive, reduced, or no greater

than that produced 'by the most active drug in the

combination. In some instances, the clinical results

that follow combined therapy are distinctly infe-

rior to those produced by a single agent. An out-

standing example of this is pneumococcal menin-

gitis in which a fatality rate of 25 per cent was

noted in patients treated with penicillin alone,

while the death rate in those who received this

agent together with a tetracycline compound was

79 per cent. There are some instances in which the

use of antibiotic combinations produces results

that appear superior to those elicited by single

drugs. These include bacterial endocarditis due to

the enterococcus (penicillin plus streptomycin),

Klebsiella (Friedlander’s) pneumonia (chloram-

phenicol and streptomycin), tuberculosis (isoniazid

together with one or two other tuberculostatic com-

pounds), and possibly brucellosis (a tetracycline

plus streptomycin). The use of commercially-pre-

pared ‘‘fixed dose” combinations must be avoided

because they do not allow the physician his choice

of drug or dose. Their development and use has

been considered by some to represent a major back-

ward step in the treatment of infection.

(6) The cost of various antimicrobial agents is

of prime importance to the patient. It is, therefore,

incumbent on his physician to choose the drug

which is the least expensive, provided it is just as

effective and no more dangerous than a more costly

product.

Two matters which must be of concern in the

use of antimicrobial agents are (1) route of ad-

ministration and (2) duration of treatment. From

the standpoint of patient comfort, it is probably

best to give these by mouth. However, this route

cannot be used in four situations; (a) in patients

who are nauseated or vomiting or in whom the

drug produces these symptoms, (b) in individuals

who are stuporous or comatose, (c) with agents

that are highly acid-labile, and (d) in persons, es-

pecially older ones, with severe infections, because

absorption from the gastrointestinal tract may oft-

en be quite variable and inadequate. In some cases

it may be impossible to administer antibiotics that

are usually given parenterally by this route. Thus,

patients with a bleeding tendency should not re-

ceive intramuscular injections of these drugs. Some
of the antimicrobial compounds cannot be instilled

into muscles because of the severe pain they pro-

voke. Intravenous therapy may present serious or

even insurmountable difficulties if the agents em-

ployed produce phlebitis or thrombophlebitis.

The duration of treatment with antibiotics is

entirely dependent on the nature of the infection

for which they are being administered. In most

instances this has been determined on the basis of

experience. If an infectious process is considered

serious enough to require the use of antimicrobial

agents, the shortest period of therapy should be

one week. It is common practice to treat pneumo-

coccal pneumonia, a disease highly susceptible to

penicillin, until fever has been absent for five days;

this turns out, in almost all instances, to be a total

of seven days. Pharyngitis due to Strep, pyogenes

(“beta-hemolytic streptococcus”) requires no less

than ten days of penicillin administration. In

some of the more life-threatening infections, ex-

perience has taught that the duration of treatment

must be longer. Thus, staphylicoccal pneumonia,

acute and subacute bacterial endocarditis, acute os-

teomyelitis and salmonella bacteremia, among oth-

ers, require at least four weeks of therapy. Recov-

ery from an infection after one “shot” or even one

or two days of exposure to an antibiotic suggests

strongly that the disease was not due to a treat-

able organism and that it pursued a self-limited

course unaffected by the drug.

SUMMARY
I have tried to point out that, even in the ab-

sence of microbiologic proof of the identity of an

organism and of its sensitivity to various antimi-

crobial agents, the chemotherapy of infection can

often be very rational and seldom need be empiric.

The frustration of the physician faced by a micro-

biologically-undefined infection and his attempt to

alleviate this by more or less arbitrary administra-

tion of one or more antibiotics are frequently un-

warranted. Detailed examination of the epidemio-

logic background of such disease and of the man-

ner in which it starts and progresses, together with

knowledge of the types of organisms most often

responsible for specific infections in various areas

of the body, make possible an etiologic diagnosis

which time and laboratory data frequently prove

to be correct. On the basis of the judgments

reached after a study of these factors, selection of

an effective antibiotic agent becomes rational, pre-

cise and therefore, beneficial. The ultimate in pre-

cision in diagnosis and treatment of infections rests

firmly on careful and detailed studies in the micro-

biology laboratory. Whenever possible, these must

always be initiated before therapy is undertaken,

because the life of the patient may depend on them,

should clinical etiologic evaluation prove to be in-

correct.

Whether the etiologic background of an infec-

tion is defined on clinical bases alone or by micro-

biologic studies, the choice of therapy must always

be as precise as is possible. If it is not, the patient

may be exposed to the risks of all the reactions

(Concluded on Page 695)
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STATEMENT ON GENERIC PRESCRIBING*

“Anyone Suggesting That One Drug Firm Is As Good As

Another Is A Fool Or Is Naive
,
Or Both ,,

CONGRESSMAN DURWARD G. HALL, M.D.

I am here, Mr. Chairman, to explode what I

believe is a sham and a myth that has been, is

being, foisted on the people of this country by advo-

cates of what is generally referred to as generic

prescribing.

The assertion usually run runs something like

this: The federal government purchases drugs un-

der their generic names; when presidents and sen-

ators and congressmen go to the Walter Reed

Army or Bethesda Naval Hospitals, they receive

generic drugs. Therefore, it is concluded that what

is good enough for the President is good enough

for the people, and doctors should be made to pre-

scribe drugs in generic terms only and not in any

way be permitted to designate the company whose

product the patient is to receive.

This line of argument appalls me. I am, as you

know, a physician myself. I was a surgeon for many
years, in private practice. During the war I served

as chief of personnel, office of the sugeon general

of the Army, as one of the five senior officers in

that office. I was in charge of the Army medical

service’s personnel program. In addition, I oversaw

the preparation of the first tri-service medical ma-
terial procurement catalog. I believe this standard-

ized system for the purchase of drugs for all the

services was one of the first, if not the first, at-

tempt to combine the requirements of all the serv-

ices into one document containing specifications

applicable to the needs of all. I was in the private

practice of medicine in Springfield, Missouri for

over 25 years. I served as congressional advisor to

the 15th World Health Assembly in Geneva, Switz-

erland in 1962, and an alternate delegate to the

World Medical Association.

In addition, I know something of the operations

of the defense establishment, having served for

some years on the House armed services committee.

In short, I am familiar enough with both medi-

cine and the military to be curious about state-

ments to the effect that our government buys, and
our military physicians use, drugs that are different

from those used by the rest of the people. I say

“different” because it is reliably reported that at

least 90 per cent of the prescriptions written by
private practitioners are for brand name drugs. If

Statement Delivered by Congressman Durward G.
Hall, M.D., of Missouri, iBefore the Monopoly Sub-
committee, Select Committee on Small Business,
The United States Senate, on May 17, 1967.

the military is using “generic” drugs, one is led to

believe they must be non-branded ones.

This struck me as grossly misleading. I have been

a visitor in military hospitals all over the world. I

have seen their pharmacies. In them one finds vir-

tually the same drug stock seen in private practice.

The same brand products I learned to rely upon
in my own practice. I have written prescriptions as

a military doctor, and have seen them written by
other military physicians; and they were usually

written using brand names. I would be very much
surprised if any President of the United States has

ever had a prescription written for a drug which

was not identified as the product of a reputable

manufacturer.

I am convinced that the quality of medical care,

including drugs, which our armed services offer

is as high as that available anywhere in the world.

I decided to look into this matter with some care.

The result of my inquiry should be, I believe of

interest to this subcommittee. I hope, in addition,

that it will clarify the public record on this entire

subject.

With the cooperation of the Department of De-
fense, I have learned that it has, indeed, a policy

of specifying the general class of drugs it wishes

to purchase in generic terms. But, Mr. Chairman,
its quality consciousness is acute.

It does not simply buy drugs generically; rather,

it buys according to rigid quality-oriented specifica-

tions. It conducts a most rigid inspection and test-

ing program. It rejects many of the companies that

ask to do business with it.

What drugs, then, does Defense buy? Mr. Chair-

man, the Department of Defense buys most of its

drugs from the same quality-oriented firms, large

and small, that are relied upon by private practi-

tioners.

Recently I obtained a breakdown of federal

drug purchases during the period of May-October
1966. This report summarizes public information

for the purchases of several government agencies,

including the Defense Department, the Veterans
Administration, AID, GSA and others. It shows
that roughly 86 per cent of the dollar procurements
were made through what might be called the

“brandname” houses.

I then asked Secretary McNamara to provide
some details on the procedures the Defense De-

('Continued on next Page)
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partment employs in its drug procurement program.

I was interested to learn, in a letter response

from the department, that in the case of some 31

drug items, the department’s medical officers feel

in their professional medical judgment that “only

the .product of a specific manufacturer (brand

name) can be relied upon to produce the desired

consistent physiological effects.” These products

include certain surgical detergents, laboratory re-

agents, antacid preparations, oral antidiabetic tab-

lets, antibiotics, and oral contraceptives.

Let me outline for you the department’s policies

and practices, as the Defense Department related

them to me.

The general objective, according to them, is to

buy “quality drugs to meet designated delivery

schedules from the lowest, responsive, responsible

supplier (bidder) and in accordance with the pro-

cedure of the armed services procurement regula-

tions.” Further, the department tells me, “drugs

may be generic or brand name, but provision must

be made for a sufficient span and latitude of high

quality drugs to permit our military physicians to

make a deliberate choice and not a forced decision.”

Please note, Mr. Chairman, that the military phy-

sician is given the opportunity of making a “delib-

erate choice” in deciding what specific drug his

patient is to receive. This does not sound like “ge-

neric prescribing” to me. It sounds like the doctor

can order a specific source of a drug, if he wishes

to, in much the same manner that I could when I

was in practice, and that other physicians in pri-

vate practice do overwhelmingly now.

Administration of the general defense policy is

carried out by the defense military materiel board.

Membership is composed of the surgeons general

of the various services, and a staff of more than 100

pharmacists, chemists and other technically-quali-

fied people, working at the Defense personnel sup-

port center in Philadelphia.

The board’s task is to decide what drugs are

needed in the military, and, further, to set up very

detailed specifications for each one of them. When
one bears in mind that there are well over 1,100

drugs in the Defense Department list, it can be

seen that the standard-making function is a very

substantial responsibility. Please bear in mind that

medical men — not economists, accountants or sup-

ply clerks, make the decisions on what drugs, and

what quality drugs, will be purchased.

The department usually designates the drugs it

requires by generic name but does not buy “generic

products.” It must be emphasized that they are

not talking about simply any product sold or of-

fered for sale under these names. Rather, when they

use the generic term they refer to those products

which, meet the very rigid specifications they have

set up.

Defense considers each and every procurement

as a separate transaction, practically de novo. The
fact that a firm has qualified to produce aspirin

for a specific Defense contract in the past does not

mean it can bid on a penicillin contract in the

future, on even another aspirin supply contract. On
the other hand, a firm that has produced a faulty

batch of aspirin in the past may still be a potential

bidder for penicillin. Simply stated, it is misleading

to suggest that any list of Defense drug suppliers

be used as an indication of the overall reputation

of any firm, large or small, particularly some fine

small ones, probably are not interested in bidding

on government contracts. Neither their absence

from lists of government contractors, nor the pres-

ence of drug houses on such lists is an indication

that they are or are not reliable sources for all the

drugs they offer for sale.

To continue on the procedures employed in the

Defense Department drug program:

Very precise and definitive specifications are

proposed by a group of engineers, chemists and

pharmacists before any bids are invited on a prod-

uct the department needs. I repeat, this occurs

before the matter of price is given consideration.

This is the first step in the “quality assurance pro-

gram” initiated some years ago in order to deal

with certain problems of drug quality the military

had become alarmed about. Up to that time, is-

proportionate attention was given, I believe, to cost

factors alone, as contrasted to quality. Experience

showed that reliance on price alone in drug procure-

ment plainly does not work in the best interests of

the patient.

When the department has made its specifications

available to bidders, and has received bids, it may
undertake a pre-award survey of the possible sup-

pliers’ plants. Its own experts go over the plant to

determine its capability to produce a quality prod-

uct.

During fiscal year 1966, 160 such surveys were

carried out. Rather shocking is the fact that 46

per cent of the plants inspected were found to be

unacceptable. Since January, 1962, when the in-

spection program began, more than 350 plants have

been rejected; that figure, I emphasize, represents

nearly half of the 780 plants visited.

The Defense Department’s efforts in striving to

get quality drugs do not end with plant inspection.

In addition, Defense requires potential contrac-

tors to submit samples of their products before the

contract is awarded and again there is a substantial

rejection rate because of high Department of De-

fense standards. The would-be contractor knows in

advance, let me stress, that his goods will be sub-

jected to standard analyses by the Defense per-

sonnel support center’s medical laboratory. All in
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addition to F.D.A. clearance, which is a requisite

before a product becomes marketable in the first

place.

I wish to call to the subcommittee’s attention the

fact that the manufacturer who fails a Defense De-

partment inspection is still free to continue produc-

ing goods for the civilian market. I think it is rea-

sonable to believe that many do precisely that, until

such time as the FDA gets around to inspecting

them — and that may be a year or more later.

Interesting in this regard is the following state-

ment by the Defense people: ‘‘The physician in

private practice does not face the same problem

relative to drug effectiveness as his counterpart does

in the military services. In private practice, the

physician has the opportunity to prescribe by brand

name when he develops a high level of experience

and confidence in the effectiveness, reactivity,

suitability, and specificity of a particular brand

name drug. In the military services the source of

drugs dispensed is generally predicated upon the

procurements made by DPSC.” (emphasis mine).

In meeting this responsibility, DPSC undertakes,

through the quality assurance program, to assure

that the drugs its buys are of unquestionable quali-

ty. And, further, provision is made to readily ob-

tain a brand name of drug not in the normal dis-

tribution channels when the doctor feels his patient

needs it.

As I say, Defense requires that prospective con-

tractors pass rigid plant inspections and submit

samples of their drugs for analysis. Also, when De-

fense deems it appropriate, it can send a represen-

tative to the plant to monitor production of the

contract order from start to finish.

What more can Defense do beyond its present

remarkable effort? Let me describe another element

of its program. In the coming months, prospective

contractors will, when Defense feels it desirable, be

required to submit clinical evidence that their prod-

ucts work. This is a somewhat complex point, but it

is a crucial one, in your consideration of the entire

“generic” question.

Drug products, with rare exception, are not sim-

ply capsules filled with a single chemical. On the

contrary, they contain relatively tiny amounts of

active drug, and large amounts of inactive material

used simply to make the tablet of reasonable size.

In many instances, a tablet containing nothing but

the active drug ingredient would be invisible to

the naked eye.

It is obviously very important that the proper

amount of drug is present in each tablet manufac-

tured. But just as important, the manufacturing

procedure must be of sufficient sophistication to

ensure that the active material will be accessible

for absorption when ingested by a human being. If

the product fails to dissolve, or to be compatible

with body fluids, if it nauseates the patient or be-

comes unstable and turns toxic, the therapy in-

tended will not be received. In fact the physician

may face unexpected additional problems on top

of the ones that prompted him to prescribe the drug

in the first place. Indeed, the health of the patient

may be threatened by the very therapy that should

be helping him.

You may have been and will no doubt continue

to be told that this is not so. Trusting “devotees

of a wishful dream” will say that all drugs are alike

that tetracycline is tetracycline. That a pill is a

pill. That there is such a thing as “generic equiva-

lency.”

The experience of the best minds in medicine is

to the contrary. The medical literature is replete

with testimony that shows that “generic equivalen-

cy” is nonsense.

The new commissioner of food and drugs, Dr.

James L. Goddard, has several times himself ex-

ploded this myth. For example, let me quote from

an interview with him published by a professional

pharmacy magazine, the Pharmacist’s Manage-
ment Journal, this past March:

“I think it’s going to require very careful study

before anyone could assume that there is such a

thing as generic equivalency on a broad scale in

our drug field today. There will have to be better

methods of determination of equivalency than

we now have, and more attention to the entire

problem. It’s not a simple issue. We appreciate

this.”

I find it a bit ironic that this subcommittee is

being bombarded with the unqualified opinions of

social reformers, self-styled economic experts, and

others saying anyone’s drugs are as good as the

best in the market, while the commissioner of FDA
is apparently in disagreement with them. Who is

right? I think the subcommittee should place some

degree of reliance on the most experienced men in

the field.

Let me give you just a few examples of the DOD
experiences with drugs of supposed generic equiva-

lency, which has in fact prompted the new pro-

cedures they recently announced. I ask you to take

note that in the cases I am reciting, the firms, all

well-intentioned but apparently inept producers of

generic copies of good drug products, are frequently

mentioned as saviors of the consumer’s pocketbook.

Here are some of the “bargains” they have pro-

duced:

• On 15 September 1961, the commanding of-

ficer of the U.S. Naval Hospital, San Diego, Cali-

fornia, reported that his neurology department had

received “many valid complaints of toxicity and

lack of potency regarding this drug — diphenylhy-

dantoin sodium capsules, made by company A, and

(Continued on next Page)
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sold by company B. Complaints included increase

in seizure (the drug is used primarily for the con-

trol of epilepsy), dizziness and drowsiness. The
patients were mostly children.

• March 20, 1962, the Fitzsimmons General Hos-

pital, Denver, Colo., reported that “recently several

patients at Fitzsimmons General Hospital who have

convulsive disorders have had an onset of break-

through of their seizures, and each individual stated

that they wondered whether the medication was not

involved, since they had been seizure- free for sev-

eral years with Parke-Davis dilantin capsules with

the red band, but recently had obtained medication

without the red band. Medication was given of

Parke-Davis dilantin and no seizures have re-

curred.” The report went on to say, “it is recom-

mended that standardized Parke-Davis dilantin be

obtained in order to eliminate the disorders.” The
generic product has been supplied by company B,

and company C.

• August 7, 1963, the U.S. Naval Hospital, Oak-

land, California, reported that diphenlvhydantoin

sodium capsules produced by company D caused

“the controlled seizure patient to unnecessarily be-

come non-contolled, which is both physiologically

and psychologically contra-indicated; absorption

from the castro-intestinal tracts of patients has

been spotty when this product is used.”

• November 18, 1963, Madigan General Hospi-

tal, Tacoma, Washington, complained about an-

other lot of diphenylhydantoin from the company
D —- item caused dizziness, vomiting and ‘queezi-

ness“ in several patients and in one case premoni-

tory symptoms of seizures.

The hospital’s chief neurologist comments that

“it has been my experience that patient response

is significantly more erratic with diphenylhydantoin

supplied by other than Parke-Davis & Co.” He
recommended that all further procurements of this

drug be made from Parke-Davis.

• November 30, 1965, the Naval Hospital at St.

Albans, New York, reported still another series of

unsatisfactory experiences with this drug, again

from company D. The neurologist “has had seven

adult patients with increased epileptic seizures. . . .

This drug is intended to be an anticonvulsant and

is not producing the effect needed.” the report

added.

Interestingly, the lot of this product had passed

tests in the military laboratory; samples sent to

the FDA also seemed to be satisfactory.

• June 9, 1966, Dow Air Force Base, Maine,

physicians submitted a complaint about a new lot

of diphenylhydantoin from company D. “Patients

on this drug are experiencing seizures more fre-

quently than on previously available products,” they

said.

One firm supplied an antibiotic used in urinary

tract infections (methanamine mandelate enteric-

coated tablets), but the product would not disin-

tegrate. Laboratory tests and x-rays showed the

tablets would not dissolve, and hence could not re-

lease the medication. When the Defense Depart-

ment informed the firm, its response was the pa-

tient be told to bite them in half and swallow the

pieces.

In 1964, the military submitted a numbel of ver-

sions of supposedly equivalent tetracycline tablets

for clinical testing to determine if the various firms’

products actually got into the bloodstream. August

24, 1964, the laboratory reported that tablets sup-

plied by company E “gave no measurable blood

levels in 7 of the 10 (human) subjects” who were

given the product.

One additional example. Nitrofurantoin is a

widely-used agent against infections of the urinary

tract. Often, patients with chronic infections re-

quire this drug over extended periods of time. De-

fense Department doctors and hospitals use it in

substantial quantities, as do their civilian counter-

parts. A series of complaints came in on a supposed-

ly generic equivalent nitrofurantoin supplied by an

Italian firm, Zambon, S.P.A., beginning in 1961 and

running through April 1963.

From military hospitals all over the country the

word was the same: This nitrofurantoin is unsatis-

factory. From Walter Reed, evidence that it “al-

most invariably” caused nausea and vomiting. From
Sheppard Air Force Base, Texas, reports of severe

rash. Other reports came from military institutions

in Virginia, California, Texas, Florida, Washington,

Massachusetts, South Carolina, Maryland.

From the Naval Hospital at San Diego there

were detailed reports on a 15 year old female pa-

tient whose condition worsened to near death using

this product.

Regarding the last case cited, the hospital’s com-

manding officer made a comment of particular im-

port to the point we are examining. He said, “it is

felt that this (young dependent child’s) life was
jeojardized by substituting an unknown product for

one which for several years had controlled her in-

fection exceptionally well. The cost of two hospital-

izations, plus the expensive coly-mycin (an anti-

biotic used against severe infections) and the trans-

fusions, made the substitution in her case of Zam-
bon nitrofurantoin a very expensive maneuver.”

I should add that the product that had helped

this young girl well in the past, and which helped

he recover her health when she was given it again,

was a brand of nitrofurantoin made by a small but

highly-reputed firm, Eaton Laboratories.

Mr. Chairman, it was because of cases of this

kind that the Defense Department decided to go all

the way — to require a company to show evidence
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of effectiveness in human beings, before a company-

can qualify to supply it with a given dug. As 1 un-

derstand the procedure, it will not matter whether

the firm is one of the great ones of the industry,

or one of the unknowns. If the company cannot

stand plant inspection and demonstrate that the

specific product it wants to supply does what it is

supposed to do, in human beings, it will not be per-

mitted to bid.

The end result of all this work to assure quality

drugs for the military is that the Defense Depart-

ment will know the complete story of the companies

whose drugs it uses. It will be sure of their names,

their qualifications, their manufacturing know-how,

the competence of their staffs and the capabilities

of their facilities. More, it will know that their

products work — not on theoretical grounds that

they meet laboratory standards, but on the basis of

actual use in human patients. In short, Defense will

then have the same kind of beforehand confidence

that a physician in private practice has now, when
he prescribes a product made by a specific company
— a product he has used before and which he per-

sonally knows will do his patient some good. I ap-

plaud this latest step by the military.

Responsible drug companies have nothing to fear

from such a program. Should they not be able to

prove their products work, I seriously question their

right to supply drugs to anyone! Such firms have

no business in this business. They should not be in

any way associated with drugs, because life may
depend on drugs.

Such firms should make hoola hoops and waste-

baskets. Not drugs. They deserve neither the busi-

ness of sick patients nor the encouragement of phy-

sicians, or congressional committees. They most
emphatically do not now get the recognition of most
American doctors. I earnestly trust you will recom-

mend nothing that will in any way tend to change

that.

I hold no brief for drug firms, large or small, but
I respect them. I’ve been privy to living through,

and practicing in the golden age of medicine, and
their development. I simply say to you that any-
one suggesting that one drug firm is as good as an-

other, is a fool or naive, or both. Certainly those

who tell you that the great military hospitals do not

buy brand name drugs are doing more to mislead

and confuse, than to help. The military has a most
elaborate procedure, the effect of which is to restrict

its purchases to products of proven quality; not

just generic drugs, but quality drugs made by com-
panies they know, and know well. The very word
“generic” implies anonymity, gentlemen; the pro-

gram I have described] to you is one emphasizing
just the opposite. The result of it is that when the

President goes to Walter Reed or Bethesda, he does

not get “generic” drugs; he gets drugs made by
companies the defense department knows supremely

well. That is as it should be!

I am a firm believer in giving important jobs to

qualified people. The logic of this is no less valid

in drugs than it is in building airplanes or space-

ships. If reputation, resources, and ability to pro-

duce, are not of importance in the drug field, they

count for nothing anywhere else.

I am grateful, Mr. Chairman, for the courtesy

you have shown in permitting me to come before

you today. I assure you I am in sympathy with

your desire to uncover useful facts on which the

Congress can act. I shall be pleased to answer any

questions you may have within my capability.

CLINICAL PRECISION IN THE USE
OF ANTIMICROBIAL AGENTS

(Concluded from Page 690)

which a drug may produce without an opportunity

to reap its benefits. The specific antibacterial ac-

tivity of an antibiotic must never be the only basis

on which it selected. Its potential for producing

untoward effects, the ease and route of its admin-

istration, the type of patient to whom it is being

given, the length of time over which its use will

be required, as well as its cost are equally im-

portant considerations if the ultimate in therapeu-

tic precision is to be reached. It must be stressed

that diagnostic and therapeutic dilemmas cannot

be resolved by an all-out approach, without the

risk of decreasing total antimicrobial activity and

of exposing the patient to unwarranted dangers.

There is no place for the three or four-barrelled

shotgun in the treatment of infection. An experi-

enced hunter does not try to shoot a duck sitting

on the back of his favorite retriever with this kind

of weapon because, although he may knock off the

bird, he runs a very good chance of killing the dog

with the same load of shot. Should his luck be

really bad and his four barrels loaded with high-

powered shells, the gun may even backfire and

kill him.

Finally, I want to point out that what I have

been so long in telling you, Charles Value Chapin

summed up very succintly in 1908 when he said

“every man can learn to observe and to record and

what we want are facts, facts, facts.”

Louis Weinstein, M.D.
New England Medical Center Hospitals.

171 Harrison Avenue,
IBoston, Massachusetts 02111
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T oday, the percentage of our total resources,

public and private, devoted to health and

medical care is rising steadily, arid there is in-

creasing competition for support from other essen-

tial services. Costs of care are rising, and systems

of third-party payment have been assuming more

and more of the burden. Complaints have been

voiced that the superb “products
-

’ offered by mod-

ern medicine do not always reach the consumer

effectively, and this has been reflected in several

of the pieces of national legislation that have ap-

peared in recent months. Faced with a need to

defend present procedures, or to suggest new ones,

the physician and medical organizations are often

surprised to discover how little we know about

some aspects of the medical care process, its dy-

namics, its efficiency, and its effectiveness.

For many of these reasons, physicians, hospitals,

and many of the other elements of the medical care

system have become increasingly involved in criti-

cal self-examination. It is the purpose of this article

to suggest some of the ways in which the particular

characteristics of the State of Rhode Island offer

a unique opportunity not .only to understand our

own activities and problems better, but to contrib-

ute heavily in a field of research which is assuming

great importance on the national scene.

Rhode Island has more of the character of a true

island than we sometimes realize. Its population,

now approaching a million, is rather less mobile

than most, and its inhabitants obtain approximate-

ly 95 per cent of their regular medical services

within the state boundaries. At the same time not

From the Population Study and Training Cent'er,

Brown University and the Department of Preven-
tive Medicine, Harvard Medical School.

more than 5 per cent of the medical services pro-

vided are given to residents of other states. Along

with its conveniently compact character, there is

an intriguing diversity of ethnic groups and socio-

economic levels represented. Census data are avail-

able by small census-tracts from border to border

(the only state of which this is true), and the

consolidation of local public health functions under

a single department at the state level, provides

an unsurpassed opportunity to collect statistics on

health matters efficiently. In studying disease and

related problems, the value of data is increased

many-fold when it is possible to relate the findings

to the detailed characteristics of a population, and

this opportunity exists in Rhode Island as in few

other places. For better or worse then our “tight

little island” stands as a remarkable natural la-

boratory for certain types of study which are of

very great contemporary importance.

Within the fields of basic laboratory research,

and clinical investigation, Rhode Island, at its

best, competes equally with all other areas. There

is now, however, a great and growing body of re-

search which tends to look, not down into the in-

finitessimal elements of molecular biology, but up

into matters concerning the individual’s relation-

ship with his environment, his family, his doctor,

and the society in which he lives. It is in research

of this sort that answers to many of our most pres-

sing problems in the field of medical care must be

sought, and in which we may find the means of

making the products of our laboratory successes

available to all citizens. It is in this sort of re-

search that Rhode Island has unique advantages,

and one may be sure that many investigators will

be exploiting them over the next several years.

In an age when achievement of our goals will

more and more require advance planning, to avoid

wastage we will need concrete facts to guide our

actions. What are some of the things we most need

to know? We will discuss this with reference to

figure 1, a flow-chart of the medical care process,

expressed in hydraulic terms.

This illustrates that between the reservoir of

disease and symptoms in the population ( 1 ) which

constitutes the principal “need” for medical care,

there are several intervening factors (2) of a socio-

economic or physical nature which may impede or
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facilitate the conversion of this need into actual

demand, and utilization of services (3). Whether

the individual in “need” of medical care actually

demands and receives care will be in part deter-

mined by such physical factors as the severity of

his disease, the obviousness and unpleasantness of

his symptoms, and the problem involved in reach-

ing (his doctor. Different cultural traditions influ-

encing his sensitivity to symptoms of disease, ex-

pectations of benefit, financial solvency, previous

experience with illness and its care, and a variety

of other factors will necessarily be involved.

Once any of the initial barriers have been over-

come, and a demand for care (3) has developed,

the resource inputs, including doctors, nurses, hos-

pitals, social agencies, insurance funds, supplies,

equipment and others can begin to exert their

several functions, and work (5) is done, producing

some outcome (6), good, bad or indifferent.

We know a great deal about the resource inputs,

item (5) on the diagram, from many sources. The

professional associations of physicians, nurses, hos-

pital administrators, and others, publish exhaus-

tive figures on personnel and facilities. The federal

and state public health agencies and myriad inves-

tigators fill in further details. At present the num-

ber, distribution, and characteristics of physicians,

nurses, and hospitals are matters of public record,

and expenditures for health are carefully docu-

mented. Item 3, the demand, insofar as it is meas-

urable by utilization, is reported from many of the

same sources, especially in the field of hospital

care. The more difficult problem of physician utili-

zation has been studied in its broader aspects, par-

ticularly in the National Health Survey. The re-

quirements of the “medicare” legislation has stim-

ulated utilization studies particularly strongly.

What little we know about the work done, item

5, is purely quantitative. Hospital care is again

better understood than ambulatory care. We do not

know, for example, how the “productivity” of

physicians (in terms of number of patients cared

for per unit of time) varies from one type of phy-

sician to another, or in relation to years in practice.

Yet we must have some knowledge of this when
we try' to judge the appropriateness of the number
of doctors available to our population. The simple

physician-to-population ratio no longer suffiices as

it did in an age when most physicians contributed

more or less equivalent amounts of work. Evalua-

tion of the quality of the work done has long been

of concern, especially among hospital staffs, but

all of us are aware of the extreme difficulty of

objective study. Outside the hospital, where the

possibilities of such things as tissue committees and
utilization committees are not available, the prob-

lem is still more difficult, but a few studies1 2 3

have shown that it can be done if sufficient efforts

are made.

Item 6, the outcomes of care, is largely unknown.

We have, of course, precise information on unfa-

vorable outcomes reflected in our carefully kept

death records, but death rates as related to the

work done 5 have not received much attention.

One study, by workers as Roswell Park in New
York,4 has pointed out that for cancer of the cer-

vix, at least, it is possible to relate the outcome

in terms of survival to the level of treatment given.

Similar types of study will be required before we
can examine objectively the merits of national pro-

grams such as the “Heart Disease, Cancer, and

Stroke Amendments of 1965.” We need more than

guesswork to identify the situations where im-

proved facilities or better means of access can be

expected to yield improvements in death rates, or

other improvements in results.

The closure of some of these information gaps

is an important objective, and one to which Rhode
Islanders, especially physicians, have a particular

opportunity to contribute.

STUDIES

It is beyond the knowledge of the present au-

thors to list all the relevant research projects now
in progress in the State of Rhode Island. We will

speak only of those investigations now at some

stage of design, execution, or analysis, in which

one or more of the authors are involved. Ini so

doing we hope to exemplify some the types of

study which are appropriate to the field of medical

care.

Our two university departments at Brown and

Havard are in close liason, attempting to see

that studies are designed to produce good coverage

of the needed figures without undesirable duplica-

tion. Rhode Island has been involved in all those

listed, and in three has been the site of the entire

study. Many readers will identify points at which

they have already been called upon to help.

All the studies have received financial support

from units of the United States Public Health
(Continued on next Page)

Fig. 1. Flow-chart of the Medical Care System
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Service. All, however, are fully autonomus uni-

versity projects, not government directed in any

manner. Like all private research, the projects will

be reported in the normal professional journals,

where they can be evaluated by the interested

medical and scientific community.

1. Brown Panel Study of Older Couples.

This investigation has involved three househeld

interviews of the same people over a period of

almost five years, beginning in 1962. Information

has been recorded from a 27 per cenit sample of

white couples in Providence, in which the husband

was between the ages of 60 and 64 at the outset.

There has been an extensive inquiry into the health

changes, and accompanying socio-economic chang-

es, which have been taking place as the individuals

have entered 'the “retirement age.” Changes in

employment, ability to perform, expectations of

health, dependency on others, and a great many
factors of a similar nature are being studied. In

attempting 'to validate the answers to some of the

health questions many individual physicians have

been asked to check the accuracy of the informa-

tion given to the interviewers, and the response

has been very helpful indeed. Data are now being

analysed in a variety of ways, interrelating infor-

mation applying to points 1, 2, and 3 on the dia-

gram. Two preliminary publications5 e have ap-

peared, and many others will follow in the course

of the next several months.

2. Harvard Surgical Care Study. Of the 24

sample hospitals in five New England states that

collaborated in this study, Rhode Island furnished

three. A computer technique for evaluating some
of the qualitative aspects of pelvic surgery and

appendectomy has been devised and applied to all

surgery in these categories in the participating hos-

pitals. This is being studied in relation to the

differing characteristics of the hospitals themselves,

and to the experience and training of the surgeons

involved. The study is planned >to contribute to

the problem of objective evaluation of the quality
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of work done, and thus relates to item 5 on the

diagram. It will show to what extent the charac-

teristics of the hospital and the surgeon influence

the quality of surgical work. Data analysis is in

progress, and major publication will be seen in

the near future A preliminary publication is al-

ready in print.
7

3. Harvard International Comparative Medi-

care Study. Of the fifty-plus hospitals in this

five-state study, five were in Rhode Island. The

study is designed to produce a representative 1 per

cent sample of admissions to general and specialty

hospitals in the region in 1962, for comparison

with similar data collected by cooperating univer-

sity investigators in England and Sweden. Pre-

liminary examination of existing statistics has

shown some very marked differences in the facili-

ties and personnel which the three countries pro-

vide for health-care, and the way in which they

are used by the population. The data collected

cover the basic personal and disease characteristics

of persons admitted to the hospitals, together with

length of stay, surgery performed, condition on

discharge, and a variety of other information as

obtainable from the hospital records. Extensive

data are also available on the total man-power

of the hospitals, and this is also being prepared

for comparison with similar data from the other
1

two countries involved. It is already clear that

there is much to be learned from this international

comparison, both as to the appropriateness of our

own provisions for hospital care and as to useful

methods of analysing the problems at home and

abroad. Early publications related to the study

have been three,
8 9 10 and others are either in prap-

aration or in press.

4. Harvard Hospital Care Economics Study.

This study has been carried out simultaneously

with 'the foregoing and has involved the same
group of hospitals plus about twenty-five addi-

tional ones added for its special purposes. The
clinical record information on 1962 admissions has

been supplemented by the addition of informa-

tion from the billing records covering charges

made, and sources of payment. Members of the

Harvard Department of Economics have designed

and directed this portion of the study, and it is

expected that some new insights will emerge, re- i

lating to the differences in costs to the individual :

in different clinical and socio-economic circum- ;

stances and in different types of hospitals. The
study centers about item 4 on the chart, in rela-

tion to items 3 and 5. Data processing has not

yet reached the stage to support publications.

5. Harvard Study of Hospital Care Outcomes.
This investigation, which has been in the field for

(Continued on Page 699)
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bacterial endocarditis after tonsillectomy in patients with a history of

rheumatic fever or congenital heart disease.

with high blood levels, even when taken with food

V-Cillin K is stable in acid and immediately soluble. High serum levels,

therefore, are reached rapidly. Because it is acid stable, V-Cillin K is well

absorbed even when taken close to mealtime. These desirable properties help

make V-Cillin K a dependable penicillin for oral use.

V-Cillin
Potassium Phenoxymethyl Penicillin

701297

Now available: V-Cillin K®, Pediatric,

for Oral Solution, 250 mg. (400,000 units)

per 5 cc. of solution.

(See next page for prescribing information.)



New 500 mg. tablets ... a more convenient way to give high dos s

Description: V-Cillin K is the potassium salt of V-Cillin® (phenoxy-

methyl penicillin, Lilly). This chemically improved form combines acid

stability with immediate solubility and rapid absorption. Higher serum

levels are obtained more rapidly with this penicillin than with equal

oral doses of penicillin G. The higher serum levels and acid stability of

V-Cillin K make it a more dependable penicillin for oral use.

V-Cillin K, Pediatric, is an oral solution of clinically proved V-Cillin K

in teaspoon dosage form. When mixed as directed, each 5 cc. (ap-

proximately one teaspoonful) will contain 125 mg. (200,000 units)

phenoxymethyl penicillin as the potassium salt.

Indications: V-Cillin K has been shown to be effective in the treatment

of streptococcus, pneumococcus, and gonococcus infections as well as

infections caused by sensitive strains of staphylococci. It may be used

for the prophylaxis of streptococcus infections in patients with a history

of rheumatic fever and for the prevention of bacterial endocarditis

after tonsillectomy and tooth extraction in those patients with a history

of rheumatic fever or congenital heart disease.

Contraindication: V-Cillin K should not be administered to a patient

with a history of penicillin hypersensitivity.

Warnings: In rare instances, the use of penicillin may cause acute

anaphylaxis which may prove fatal unless promptly controlled. This

type of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin and in those with bronchial asthma or

other allergies. Resuscitative drugs should be readily available for

emergency administration. These include epinephrine and pressor

drugs (as well as oxygen for inhalation) for relief of immediate allergic

manifestations and antihistamines and corticosteroids for delayed

effects.

Precautions: V-Cillin K should be used cautiously, if at all, in a patient

with a strongly positive history of allergy.

In prolonged therapy with penicillin, and particularly 'J

parenteral dosage schedules, frequent evaluation of the na

hematopoietic systems is recommended.
In suspected staphylococcus infections, proper laboratc

I

(including sensitivity tests) should be performed.

The use of penicillin may be associated with the over oi

pencillin-insensitive organisms. In such cases, its administratni

be discontinued, and appropriate measures should be take
jAdverse Reactions: Although serious allergic reactions areiut

common with administration of oral penicillin than with intmd

forms, manifestations of penicillin allergy may occur.

Penicillin is a substance of low toxicity, but it does posse'

cant index of sensitization. The following hypersensitivity et

associated with the use of penicillin have been reported: nJ
ranging from maculopapular eruptions to exfoliative derrr it:

caria; and reactions resembling serum sickness, including ell

edema, arthralgia, and prostration. Severe and often fatal aip

has occurred (see Warnings). Hemolytic anemia, leukopej,

bocytopenia, and nephropathy are rarely observed side-e=c

are usually associated with high parenteral dosage.

Administration and Dosage: For Tablets V-Cillin K and for ’-6

Pediatric, the usual dosage ranges from 125 mg. (200,000 its,

times a day to 500 mg. (800,000 units) every four hours. Iri

the daily dosage may be 50 mg. per Kg. of body weight d dr

three doses.

Beta-hemolytic streptococcus infections without assoc ec

teremia may be treated with 200,000 to 400,0000 units thr>ti

day. Therapy should be continued for a minimum of ten days

development of rheumatic fever and/or other serious con

Dosage for routine streptococcus prophylaxis in patients wi a

of rheumatic fever or congenital heart disease may be 20

once or twice daily. When such patients undergo tonsillect

extraction, or other minor surgery, the prophylactic dose

500,000 units every six hours given two days prior to surgt/i

two days postoperatively. If oral medication is not feasible i#

of surgery, parenteral therapy should be considered. MildoJ

ately severe pneumococcus pneumonia has been treated

with 250 mg. every six hours.

In staphylococcus infections, 400,000 units or more shou b|

every six to eight hours in conjunction with indicated surg

dures.

For gonorrhea in males, 500 mg. (800,000 units) every foihj

three doses may be employed; in females, 500 mg. every )uf

for six doses are recommended. Refractory infections generc'fl

to a second treatment three to four days following comphonj

first. Treatment of gonorrhea with severe complications ioj

1individualized, with prolonged and intensive treatment. PatntS

suspected lesion of syphilis should have a dark-field exarrott

fore receiving penicillin and monthly serologic tests for a nut

three months.

How Supplied: Tablets V-Cillin K, U.S.P., 125 mg. (200,OOi

bottles of 50 and 100; and 250 mg. (400,0000 units) ar

(800,000 units), in bottles of 24 and 100.

V-Cillin K, Pediatric, for Oral Solution, 125 mg. (200,00Cu

5 cc. of solution, in 40, 80, and 1 50-cc.-size packages.

Additional inlormalion available to physicians upon

request. Eli Lilly and Company, Indianapolis, Indiana

46206.
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the past few months is the only one which relates

primarily to item 6. Its purpose is to explode the

benefits of hospitalization, and the variations in

outcome which occur. It is expected that it will

be possible to demonstrate to what degree the out-

come is a matter primarily of the character and

severity of the disease itself, and to what extent

it is influenced by the characteristics of the patient

and the type of care received. Centered entirely

within the general hospitals of Rhode Island, omit-

ting Aquidneck Island, it will be based on informa-

tion from a pre-discharge interview of the patient,

and two or three follow-up contacts at selected

intervals thereafter to determine whether the in-

dividual has resumed normal activity, and to what

degree symptoms have been relieved. Diagnoses

selected for study will be characterized by high

frequency and expected measurable differences in

outcome as indicated by survival, return to work,

freedom from symptoms, and other appropriate

criteria. Initially, study is directed towards myo-

cardial infarction and cholecystectomy patients,

and others will be studied at a later stage. Except

for preliminary studies of some of the pilot-study

data, publications are several months in the future.

The near unanimity of support by the hospitals

of the state has been a source of particular satis-

faction to the investigators.

6. Brown Population Study Center. This new

research facility, now having put its first wave

of household interviews into the field, has been

devised as a multi-purpose research tool, with

health matters a primary interest. A probability

sample representative of the state’s population has

been drawn, and initial enrollment-interviews fol-

lowed by closely-spaced follow-up contacts will be

carried out over about a year’s time for each sam-

ple of five to ten thousand Rhode Island house-

holds in a project extending over a period of about

five years. The health content of the interviews

will relate particularly to those factors suggested

at item 2 on the chart which determine whether

the person in need of care at item 1 actually gets

it. Those things which tend to act as barriers to

the early and effective use of the physician will

be of special interest. This is now visualized as a

continuing facility which will be adaptable to ex-

ploration of many other aspects of the medical care

process as time goes on.

COMMENT
This brief presentation serves to illustrate that

the special research potentialities inherent in Rhode
Island’s special characteistics are already being ex-

ploited. It is safe to predict that the future will see

no diminution in such research interest. Already

we know of plans under consideration calling for

studies of infant mortality; of ambulatory care by

clinics, emergency rooms, and physicians; and of

the various means by which new medical knowl-

edge is communicated to the medical profession.

Many will be asked for help in such studies in the

months and years just ahead.

There is already much evidence that Rhode Is-

land physicians, hospitals, and health agencies are

interested in these studies. It is to be hoped that

this will lead to much actual research collaboration

between academic persons, and physicians on the

“firing line” of medicine, for this is a combination

of talents and experience that should prove par-

ticularly productive.

The six studies we have described illustrate the

kind of study in which Rhode Island could, while

learning more about its own problems and

strengths, make a contribution of national im-

portance. The state, once renowned for its con-

tributions in the field of Public Health in the days

of the late Doctor Charles V. Chapin, may well

have another opportunity for leadership.
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AMERICAN MEDICAL ASSOCIATION

. . . RHODE ISLAND MEDICAL SOCIETY

Dear Fellow Physician:

These are significant times for all American citizens and for American

Medicine. This is a cordial and earnest invitation for you to join us in a re-

evaluation of our resources, abilities and opportunities and then with courage

and enthusiasm proceed to utilize and develop them.

This will involve us and you individually as participating citizens and

faithful physicians, and collectively as more diligent and effective workers in

our county medical societies, state associations, specialty groups and the American

Medical Association. To this joint effort we invite your enthusiastic and

wholehearted cooperation.

The greatest need is probably for more efficient, fruitful communication.

We urge you to take a few minutes each month to read the President’s Page

in the first issue each month of JAMA. We promise you a brief, worthwhile

message every month, emphasizing and referring you to things that will interest

you. An efficient review of each copy of The AMA News will keep you posted

on general developments.

You will enjoy and profit from your membership in medical groups in

direct proportion to your investment of time in them. We will anticipate seeing

you regularly at our medical meetings.

The public relations of Medicine depends on how you and your office aides

serve your patients, and how you perform as a citizen.

We will welcome your suggestions at all times, and we thank you sincerely

for your cooperation.

Cordially,

Milford O. Rouse, M.D., President

American Medical Association

Stanley D. Davies, M.D., President

Rhode Island Medical Society
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John F. Kenney Annual Research Day
Wednesday, November 1, 1967

Nurses' Auditorium . . . The Pawtucket Memorial Hospital

PROGRAM

Morning Chairman
David R. Hallmann, M.D.

10:00 a.m.
"Lymphangiography Clinical Applications"

Juan N. Medina, M.D., Junior Assistant

Surgeon, Department of Surgery; David R.

Hallmann, M.D., Radiologist-in-Chief

10:15 a.m.

"Coronary Detection Clinic—2 years experi-

ence"
Edwin F. Lovering, M.D., Chief of Medicine

10:30 a.m.

"The Clinical Aspects of Brain Scanning"
David M. Barry, M.D., Chief of Neurosur-

gery

10:45 a.m.

"A three-month survey of diseases associ-

ated with Gram-Negative Bacteria in the

Pediatric Service of The Memorial Hospital"

Fredy P. Roland, M.D., Chief of Staff, Bac-

teriologist

COFFEE BREAK 11:00-11:15

11:15 a.m.

"Palliation of Carcinoma of the Esophagus"
Robert W. Riemar, M.D., Thoracic Surgeon,
Department of Surgery

1 1 :30 a.m.

"Metacarpal Phalangeal Joint Dislocation

Requiring Open Reduction" — Case Report

Edward Spindell, M.D., Surgeon, Depart-

ment of Orthopedics

1 1 :45 a.m.

"Suicides in Adolescents"
Laurence A. Senseman, M.D., Consultant,

Department of Psychiatry; Director, Fuller

Memorial Sanatorium

FREE BUFFET LUNCH, 12:00 Noon

Afternoon Chairman
Alton M. Pauli, M.D.

SYMPOSIUM ON ELECTROLYTE IMBALANCE
A comprehensive discussion on newer concepts

of electrolyte metabolism
1. Norman G. Levinsky, M.D., Associate Pro-

fessor of Medicine, Boston University School

of Medicine — Moderator
2. Franklin H. Epstein, M.D., Professor of Medi-

cine, Yale University School of Medicine

3. Norman Bank, M.D., Assistant Professor of

Medicine, New York University Medical
Center

722-6000 Ext. 213 available for emergency calls

This Program has been approved for 6 hours, Category I credit by the

American Academy of General Practice

DINNER-DANCE

Wannamoisett Country Club

7:00 p.m. Social 8:00 p.m. Dinner

Curran & Burton E. P. Anthony, Inc.

DIVISION OF TEXACO INC. ‘D'iuyyi4t4

1120 Eddy Street WILLBUR E. JOHNSTON, Phar. D.

Providence, Rhode Island
RAYMOND E. JOHNSTON, B.S.

HOpkins 7-8050 178 ANGELL STREET

PROVIDENCE, R. 1.

INDUSTRIAL AND WHOLESALE
FUEL OILS

GAspee 1-2512

Pharmacy License No. 225
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Fiske Fund Prize Dissertation

1967
The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following subject for the Prize Dissertation

of 1967:

“OL aa llentje oj Oldtetric /dne3thesia

For the best dissertation on the subject worthy of a premium

they offer the sum of five hundred dollars ($500.00). The disser-

tation will be particularly graded on the basis of original work by

the author. Each competitor for the premium is expected to con-

form with the following regulations:

To forward to the secretary of the Trustees on or before the

eleventh day of December 1967, free of all expense, a copy of his

dissertation with a motto thereon, and also accompanying it a

sealed envelope bearing the same motto, inscribed on the outside

with his name and address within.

Previous to receiving the premium awarded, the author of

the successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and

advantage of the Fiske Fund.

Dissertations, other than the successful one, will be returned

to the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper and should not exceed 10,000 words.

TRUSTEES, CALEB FISKE FUND
Secretary

John E. Farrell, Sc.D. Stanley D. Davies, M.D.

106 Francis Street F. Bruno Agnelli, M.D.

Providence, Rhode Island 02903 John J. Cunningham, M.D.



Times change and classic lobar pneumonia
rare. Your next pneumonia patient may have

I atypical clinical picture and perhaps a

Jthogen in his sputum such as H. influenzae

( Mycoplasma pneumoniae (Eaton Agent),
nich is believed to be responsible for one out

( every five cases of pneumonia. That’s why it

nkes sense to keep one step ahead—and pre-

S'ibe the true broad-spectrum antimicrobial

Etivity of DECLOMYCIN.
With DECLOMYCIN, you get effective ac-

t n against both H. influenzae and Mycoplasma
i eumoniae, plus prolonged high levels of anti-

btic activity in the blood and the lung tissue,

pu’re one step ahead with...

bECLOMYCIN
[EMETHYLCHLORTETRACYCLINE



For a wide range of everyday

infections— respiratory,

urinary tract and others—
in the young and aged— the

acutely or chronically ill.

For common and
unusual pneumonia
DECLOMYCIN Demethylchlortetracycline should j

equally or more effective therapeutically than other tet -

cyclines when the offending organisms are tetracyclir j

sensitive.

Contraindication: History of hypersensitivity to demeth-
chlortetracycline.

Warning— In renal impairment, usual doses may lead)

excessive accumulation and liver toxicity. Under sui

conditions, lower than usual doses are indicated, and!
therapy is prolonged, serum level determinations may >

advisable. A photodynamic reaction to natural or art •

cial sunlight has been observed. Small amounts of dr;

and short exposure may produce an exaggerated sil

burn reaction which may range from erythema to seve‘

skin manifestations. In a smaller proportion, pho
allergic reactions have been reported. Patients shoil

avoid direct exposure to sunlight and discontinue drug:

the first evidence of skin discomfort. Necessary sub:-

quent courses of treatment with tetracyclines should :

carefully observed.

Precautions—Overgrowth of nonsusceptible organise

may occur. Constant observation is essential. If new •

fections appear, appropriate measures should be take

In infants, increased intracranial pressure with bulgij

fontanels has been observed. All signs and symptor;

have disappeared rapidly upon cessation of treatme.

Side Effects—Gastrointestinal system—anorexia, nause,

vomiting, diarrhea, stomatitis, glossitis, enterocolitis, p \

ritus ani. Skin—maculopapular and erythematous rashi.

A rare case of exfoliative dermatitis has been reporte.

Photosensitivity; onycholysis and discoloration of ts

nails (rare). Kidney— rise in BUN, apparently dose -

lated. Hypersensitivity reactions— urticaria, angioneuro:

edema, anaphylaxis. Teeth — dental staining (yellc-

:

brown) in children of mothers given this drug during tJ
latter half of pregnancy, and in children given the dr;

during the neonatal period, infancy and early childhoc

Enamel hypoplasia has been seen in a few children/

adverse reaction or idiosyncrasy occurs discontinue me
ication and institute appropriate therapy.

Average Adult Daily Dosage: 150 mg q.i.d. or 300 r

b.i.d. Should be given 1 hour before or 2 hours aft

meals, since absorption is impaired by the concomita :

administration of high calcium content drugs, foods a

some dairy products. Treatment of streptococcal infe i

tions should continue for 10 days, even though syrr

toms have subsided.

Capsules: 150 mg; Tablets: film coated, 300 mg, 1

mg, and 75 mg of demethylchlortetracycline HCI.

I*)IXIX)MY(i:
DEMETHYICHLORTETRACYCLIISI

LEDERLE LABORATORIES, A Division of

American Cyanamid Company, Pearl River, New Y <



Editorials

THE NEGRO CRISIS

At this writing the destructive riots in Newark

and the terrifying upheaval in Detroit have passed.

It is time to take stock. Are the social problems of

the Negro a proper subject for editorial comment

in a medical journal? They are, we believe, for

two reasons: first, physicians have insight into

the problems of the underprivileged of all colors,

since most members of the profession have treated

the poor as patients during some phase of their

career; and second, social problems are always

handmaidens to disease.

While we cannot suggest a comprehensive plan

to meet the massive and frustrating needs, some

overriding and strategic requirements are clear.

What the Negroes need and want more than any-

thing else are jobs and education. The traditional

goals of integration, open housing, and free access

to public accommodations seem somewhat irrele-

vant to the limitless deficiencies of the Negro

ghetto. Decent housing, medical care, food, and

rat control must be provided. Such measures, how-

ever, mollify symptoms, but do not treat the dis-

ease. As one listened to television interviews with

participants in the riots, a single refrain was heard

again and again—we want jobs!

A generous and enlightened approach by a Con-

gress that would dismiss with wisecracks an ex-

cellent rat control bill (each member of Congress

should be given a copy of Hans Zinsser’s '‘Rats,

Lice, and History”) will be hard to come by. We
are reminded of the classic crack of Marie An-
toinette: “Let ’em eat cake.” But the pressure

must be kept on. Perhaps over a period time Presi-

dent Lyndon B. Johnson’s new Commission will

find some answers. Concern over the incitement

of riots rather than with the basic sociological dis-

asters behind them, however,is pure political pab-
lum. Prayers seem somewhat pathetic.

New York City Welfare Commissioner Mitchell

I. Ginsberg has pointed to the continuing influx

of unskilled Negroes from the South. Urbanologist

Daniel Patrick Movnihan of the M.T.T .-Harvard

joint Center for Urban Studies has pinpointed the

breakdown of family life in the Negro ghetto as

an important problem. The need for some boot-

strap efforts by the Negro community, with the

help of the more affluent and successful members,

is real. Unlike the situation in ethnic enclaves of

European or Oriental origin, a long tradition of

culture and learning does not exist and must be

fostered and encouraged.

The thoughtful and constructive suggestions of

Senator Robert F. Kennedy, however, deserve

serious study. According to his concepts, private

enterprise should be mobilized and subsidized to

provide low income housing and jobs. He main-

tains with much justification that “the govern-

ment’s welfare system . . . has broken down.”

While welfare costs rise, the welfare roles increase.

Martin Luther King has urged a “massive and

creative” federal job program for unskilled work-

ers. Welfare payments should be used as supple-

ments to, and not substitutes for, earnings from

private employment. New York’s Mitchell I Gins-

berg believes that welfare payments can be made
an incentive to work rather than a deterrent.

The educational system and home conditions

must be altered to cut to the minimum the school

dropout rate, which reaches 70 per cent in some

ghettos. Perhaps compulsory education to age 18

should be a part of any program aimed at this

problem.

These comments are indeed but generalities, but

they are an attempt to focus attention upon two

of the basic areas of failure in our welfare programs

for the underprivileged—jobs and education. Riot-

ing cannot be condoned. Yet, while the full bene-

fits of the country’s visible affluence may realis-

tically be a full generation away for these unhappy
people, they are most certainly justified in de-

manding a massive program designed to help them

achieve goals commensurate with their rising ex-

pectations.
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GENERIC NONSENSE

There has been much propaganda of late about

"generic prescribing” and “generic equivalence.” A
perusal of the dictionary definitions of “generic,”

excluding the strictly biological applications per-

taining to genus or class, reveals that the word

connotes “typical, not concrete,” or the opposite of

"specific.” The use of this term, as applied to drugs,

is intended to imply preparations containing the

same active chemical or pharmaceutical agent. Since

the enthusiastic proponents of “generic prescribing”

seem to be indicating a therapeutic equivalence,

and an equivalence in quality as well, they obvi-

ously are using the term incorrectly as to both its

etymological derivation and its secondary connota-

tions.

The Monopoly Subcommittee of the United States

Senate Select Committee on Small Business has

been conducting hearings on drug pricing in the

pharmaceutical industrial. Its attention has been

directed to possible dollar savings to be achieved,

for example, by mandatory “generic prescribing”

in the case of certain classes of patients such as

Medicare and public welfare clients.

Doctor James G. Haughton, deputy adminis-

trator of New York’s Health Services Administra-

tion, stated recently before the committee: “I am
not convinced that the savings to be realized (by

generic prescriptions) warrant the abrogation of the

physician's right to choose how he shall prescribe.”

He was not convinced, he said, “that the therapeu-

tic equivalency is sufficiently assured to warrant

the physician’s taking the risk of prescribing ge-

MOUNT SCOPUS

During the War of Liberation in 1948 Israel was

separated from effective contact with the almost

new Rothschild-Hadassah University Hospital and

Hebrew University on Mount Scopus in Jerusalem.

In an enclave completely surrounded by Jordanian

territory, the buildings stood as silent monuments
to the Hebraic ideals of compassion and learning.

Undeterred and undismayed by this symbol of loss,

clearly visible from new Jerusalem across the moat
of the Old City, the Jewish women of the world in

partnership with the government of Israel set out

immediately to build a new complex called Hadas-

sah-Hebrew Lmiversity Medical Center. The mag-

nificent new buildings, completed but a few years

ago, are located east of new Jerusalem near the

old village of Ein Karem, birthplace of John the

Baptist. Among its proudest possessions are the

famed glass chapel windows designed by Marc
Chagall.

During the recent hostilities, although all hospi-

nerically in every instance where a generic is avail-

able.”

A survey by the AMA in the Chicago area re-

vealed large variations from drugstore to drugstore

in the price of a single drug. The prescribing meth-

of the physician (generic vs. brand name) had

"little or no bearing” on the price charged for the

prescription. These conclusions were based on a

sample of 686 prescriptions filled in 185 drugstores.

A significant study conducted in Rhode Island

in 1961 by the Department of Social Welfare has

received less attention, both locally and nationally,

than it deserves. Doctor P. Joseph Pesare, Med-

ical Care Program Director of the Department,

summarized in the November 6, 1961 issue of the

National Association of Retail Druggists Journal

a study of 10,000 consecutive prescriptions for

wThich payment was assumed by the Department.

The physicians’ individual custom of prescribing

was allowed to prevail. Had “generic-named” prod-

ucts been used in every instance where one was

available, the saving would have been 4.1 per cent.

In relation to total expenditures covered by the

study, including those cases where no “generic”

substitution was possible, the saving would have

been 2 per cent.

Perhaps the best and most comprehensive state-

ment yet made on this subject was read before the

Monopoly Subcommittee by Congressman Durward

G. Hall, who is both an experienced physician and

a distinguished Representative from Missouri. This

statement, which is well worth careful reading, is

published in full elsewhere in this issue (Page 691).

AND EIN KAREM

tals in Israel were on twenty-four hour duty during

the five days of combat, the bulk of casualties were

evacuated for tactical reasons to two institutions,

the Hadassah Hospital and the hospital at Beer-

sheba in the Negev.

At Hadassah Hospital itself, with war imminent,

2,000 glass windows and doors were prepared for

blast, interior glass panels were removed, sandbags

and blackout materials were accumulated, and 200

seriously ill patients and expectant mothers who

could not be discharged were placed in special un-

derground wards. Ten thousand flasks of intrave-

nous fluids were on hand. Stockpiles of frozen foods

in ton quantities were on hond. The hospital had

its own emergency electrical generating equipment,

but 40 emergency water tanks were distributed

through the hospital because of the vulnerability of

its water supply. The Chagall windows were in the

process of being removed when hostilities started.

All doctors up to the age of 49 were already on
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active duty. This left 92 to run the hospital, 17 of

whom were surgeons. Operating teams and triage

were carefully planned.

During the 60 hours embracing the battle for

Jerusalem, Hadassah Hospital handled 1,000 casu-

alties, civilians and military. At one point at the

peak of hostilities more than 200 were brought in

at one time. Four hundred major operations were

performed in three days. Doctors worked up to 55

hours without rest. In 60 hours 1,000 pints of blood

were matched without error. Kitchens, which nor-

mally serve a population of 400, now fed in excess

of 2,000. The laundry load, more than doubled,

was processed by a staff reduced by military call-

ups to one third its normal size. Requisitions for

7,000 individual sterile packages were met by the

central supply services. At this writing the med-

ical results of this frenetic activity have not yet

been reported.

The hospital itself received some direct shell

damage but apparently of modest degree. When
fear for the Chagall windows had been expressed,

Chagall himself cabled to the hospital: “I am not

not worried about windows, only about the safety

of Israel. Let Israel be safe and I will make you
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lovelier windows.” Damage to the unremoved sec-

tions is said actually to have been slight.

History came full circle when the recapture of

Mount Scopus was announced. This was an emo-

tional time for those who had not seen the build-

ings at close hand for 19 years. There was rubble

everywhere. The corridors were littered with broken

glass, wall plaques hung awry, rusted hospital beds

were clustered in aimless disarray, half-open filing

cases containing charts of patients seen 20 years

ago stood in silent rows, and in the small library

reprints and books lay scattered and abandoned to

dust. Yet the buildings, now thirty years old, were

generally sound.

With characteristic foresight and vigor plans had

already been conceived and would soon be set in

motion to rededicate the hospital on Mount Scopus

as a rehabilitation center, initially for the casualties

of the war, but ultimately for the beneficiaries of

surgery and the victims of cancer and stroke. Resto-

ration undoubtedly will be costly but practicable in

terms of need.

The happenings on Mount Scopus and at Ein

Karem will be among the brighter episodes in the

long history of ancient Jerusalem.

YOUR “HEART ATTACK”

In recent years, with the improved control of in-

fections and of many other lethal conditions includ-

ing diabetes and pernicious anaemia, studies of

atherosclerosis and particularly of coronary artery

disease have been intensive and extensive. Follow-

ing the original description of the results of coro-

nary obstruction by James B. Herrick in 1912 and

the further studies of a host of able clinicians and

investigators among whom we, in this area, remem-

ber with pride, Doctor Samuel A. Levine of Boston,

the diagnosis became so popular among physicians

that in many instances it was made on insufficient

evidence. It is interesting to remember that in 1935

twenty-three years after his original description of

the condition, Herrick presented a memorable dis-

cussion in which he listed thirty or more instances

of incorrect diagnoses of acute myocardial infarc-

tion in which the patient’s symptoms were due to

entirely other causes. After his review of these cases

he characteristically remarked “modesty prevents

me from saying how many of these mistakes were

my own, but a good many of them were.”

In more recent years the study of insufficiency

of the coronary circulation with and without ob-

struction and infarction has been carried out in all

civilized countries. A great deal has been learned.

Care of those with acute infarction is, as we all

know, very well carried out in our hospitals, usually

in intensive care units with specially trained nurses

and physicians in charge. Monitoring and resuscita-

tation techniques and continuous checking and con-

trol save many lives that otherwise would be lost.

But the basic cause of the attack is still active and

a large proportion of patients thus “saved“ go on

to succumb to a recurrence in a few years.

While care of the patients who have the disease

is carried on with constantly increasing efficiency,

there are also studies in progress in various parts

of the world whose object is to attempt to deter-

mine how and why a person develops coronary ar-

tery obstruction. Physicians in the New England

area are particularly familiar with the Framingham
Heart Study, a long term investigation which began

in 1949 and has involved 5,000 citizens. It has

thrown much light on the question as to what phys-

ical conditions, activities, and habits influence a

person’s liability to coronary artery disease with

or without acute obstruction and infarction. Besides

age, sex, and heredity, factors over which the in-

dividual, perhaps unfortunately, has no control, this

study has shown that people with high serum cho-

lesterol, high blood pressure, and the cigarette habit

are definitely more liable to coronary artery disease

than those who are free from these three abnormali-

ties. Although a high cholesterol level has been

shown to be an indication of increased susceptibility

to the condition under discussion its role and that

of other lipids is still not well understood.
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Other factors that can be shown to have an in-

fluence on the susceptibility of an individual to

the development of the disease are worth mention-

ing. Exercise, for example, is definitely important

as shown by several studies of its increased oc-

currence in sedentary as compared with physically

active workers. Emotional stress, especially if se-

vere and continuous, appears to be associated with

a greater likelihood of developing the disease. It

was found, for example, that physicians in general

practice, who on the average lead a stressful exist-

ence, suffered more ‘‘heart attacks” than do their

colleagues in calmer specialties, for example der-

matology.

All of these things are important. Apparently if

one really wishes to have the least possible likeli-

hood of developing the disease he (or she prefera-

The Other Wilbur, as we like to call Wilbur

Mills, Chairman of the House Ways and Means

Committee (Wilbur I is Wilbur Cohen), has once

again demonstrated his understanding of the prob-

lems of medical practice and his general sound

judgment and good will toward physicians. Under

his careful and wise guidance the Committee fa-

vorably reported H.R. 12080, the Social Security

Amendments of 1967. At this writing it seems like-

ly that the House Rules Committee will grant a

“closed” (no floor amendments) rule, which as-

sures passage in its present form. The bill includes

the following provisions:

1. Permanent and totally disabled persons over

age 50—some one million—will become eli-

gible for medicare benefits. The Adminis-

tration had sought inclusion of the 1.5 dis-

abled of all ages.

2. The eligibility requirements for the Medicaid

plan for the medically indigent would be

tightened in order to cut down federal ex-

penditures for the billion-dollar-plus pro-

gram.

3. Patients will be allowed to submit itemized

statements of physicians’ charges for medi-

care reimbursement, rather than receipted

bills.

bly) should have chosen the right parents, should

eat sparingly keeping his weight down to a normal

for his height and build, work physically hard on

uninteresting projects, avoid everything exciting or

stimulating, never smoke — especially cigarettes —
and on the whole accomplish nothing, except a rec-

ord of a few extra years on earth. What a life!

With all the information that has been accumu-

lated, with all that we think we know as to what

does or does not favor the development of “heart

attacks,” and with all the skill that we have de-

veloped in treating them when they occur — the

basic factor is still lacking — namely, the knowl-

edge of how and why atherosclerosis occurs. When
this has been determined the life of civilized man
will be longer and better.

COMES THROUGH
4. Reimbursement for inpatient diagnostic x-ray

and inpatient laboratory services would re-

main under Part B of medicare, rather than

come under the Part A hospital benefit phase

as recommended by the Administration in

its proposed new Part C plan, which was

rejected.

5. Hospital outpatient diagnostic care will be

moved from Part A to the voluntary Part B,

physicians’ services, program.

6. The requirement for initial physician certifi-

cation for hospital stays would be eliminated.

The first item is a broadening of eligibility under

Title XVIII which is both humane and reasonably

within the goals of Medicare. It is fair to say that

abuse of the parallel provisions of the present So-

cial Security Aot have not been serious. The sec-

ond provision, which applies to Title XIX, is a

necessary tightening of a bill written almost with-

out sensible bounds. We had hoped that payment

of “usual and customary” fees would be made a

mandatory requirement. This is a serious defect

in the present Title XIX.
On the whole the amendments are sensible and

will improve the general attractiveness and ease

of operation of Medicare Title XVIII. We are

pleased to give them our firm endorsement.

THE OTHER WILBUR

BIOMEDICAL ENGINEERING
A recent statement that “the discipline of bio-

medical engineering has literally appeared over-

night” is somewhat exaggerated, although it is cer-

tainly true that the calling has of late assumed rap-

idly increasing importance and influence. A whole

issue of The American Journal of Surgery is

devoted to a Symposium on Biomedical Engineer-

ing in Surgery; as indicated in the lead editorial

biomedical engineering ten years ago was concerned

primarily with instrumentation. Now newer con-

cepts in instrumentation, communication, and con-

trol; in organization of living matter as related to

homeostasis; in self-regulatory systems as subcel-

lular, organ, and whole organism levels; and in

biomedical research and biotechnology have created

a need for specialists in biomedical engineering to

participate in basic and applied research, technical

(Continued on Page 707)
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Ilosone’/ the most active oral form of erythromycin
Description: Ilosone is the most active form of oral erythromy-
cin that has been developed. Because it is stable in acid, well

absorbed, and excreted in lesser amounts in the bile, it provides
faster, higher, and longer-lasting levels of antibacterial activity
(ABA) in the serum, even when taken with food, than do com-
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Erythromycin estolate has proved to be very effective in pneu-
mococcus pneumonia and in acute bronchitis with pneumococci
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with the antibiotic, three cases of jaundice were observed and an
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Gastro-intestinal disturbances not associated with hejti

fects are observed in a small proportion of individuals as n
of a local stimulating effect of the medication on the alirn

tract; however, the normal intestinal gram-negative bjp
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BIOMEDICAL ENGINEERING
(Continued from Page 706)

development, and clinical applications. Examples of

projects involving this discipline are systems ap-

proaches to human physiology, techniques and sys-

tems for diagnosis and therapy, electrical and ther-

modynamic properties of biololgic systems, artificial

internal organs, ultrasonics, and instrumentation

for both laboratory and clinical purposes. Possibili-

ties, including automation, in such fields as diag-

nostic roentgenology and anaesthesiology readily

come to mind. Other miscellaneous fields of devel-

opment are lasers, holography, prosthetics, teleme-

tering, storage of data and communications, patient

monitoring, computer technology and a galaxy of

related applications, rehabilitation, laboratory auto-

mation, hospital information systems, including pa-

tient record and data storage and retrieval, mathe-

matical models, new materials, synthetic organs,

and many more ad infinitum.

The National Institute of General Medical Sci-

ence of the National Institutes of Health, foresee-

ing the need for rapid development and training of

significant numbers of specialists, has entered the

field very actively. In 1966 it supported 15 doctoral

training programs in biomedical engineering at a

cost of one million dollars. The output to date of

these programs has been 75 doctoral biomedical

engineers; there are currently 275 scholars in the

doctoral pipeline. It is believed that at this very

time there is a need for 800 such individuals and

by 1972 in excess of 2,000. Careerists in this spe-

cialty will find opportunities not only in the bio-

logical and health services, but in industry and gov-

ernment as well. One need but suggest the myriad

of applications, for example, in space technology

and the adaptation of man to new environments.

Biomedical engineering is a discipline in which

our local universities and hospitals will of necessity

become involved. Here indeed is a career, young

man! Nota bene!

PANCREATIC GRAFTS AND DIABETES
For the average surgeon the region of the pan-

creas is one to be shunned because of the many
snares to the unwary. Yet recently it has become

part of the realm of organ transplant technology.

Reemtsma1 and co-workers in 1963 demonstrated,

probably for the first time, islet cell function in

pancreatic allografts in pancreatectomized dogs.

Seddon and Howard2
in 1966 also reported allo-

transplantation of the whole pancreas in pancrea-

tectomized dogs both with and without duct liga-

tion. Exocrine and endocrine function were demon-

strated for as long as a week before rejection phe-

nomena or vessel thrombosis occurred. The blood

sugar fell to normal within 24 hours of grafting,

and the animals showed by glucose tolerance test-

ing ability to cope with a large glucose load. Teix-

eira and Bergan3 have reported similar experiments

and also others in which an auxiliary pancreas was
transplanted in order to learn the effects in the

presence of some residual pancreatic endocrine func-

tion. While the endocrine secretion appeared addi-

tive, insulin levels did not exceed the normal.

Kelly and co-workers,4 who apparently attempted

transplantation of the human pancreas as early as

1966, 5 have very recently reported their experience

in two cases operated upon during the past year.

In both cases allotransplants of pancreas and kid-

ney were carried out for diabetic nephropathy. In

the first case the pancreatic duct was ligated. For

the first six days there was evidence of good in-

sulin production. The kidney transplant functioned

poorly, however, and ultimately both kidney and
pancreas failed. The patient survived about three

months.

In the second case a loop of duodenum was re-

tained along with the pancreatic duct to be used

as a conduit to fashion a pancreaticoduodenal fis-

tula. Bilateral nephrectomy preceded the transplant.

Both kidney and pancreas functioned, the kidney

poorly at first, but with increasing efficiency as

time went on. The pancreas and bowel conduit

threatened rejection twice, but survived with intense

treatment. As recently as April 28, 1967, four

months after surgery, fasting blood sugars were

normal without insulin, and plasma insulin levels

were within the normal range. The kidney con-

tinued to function, and the fistula drained large

amounts of pancreatic juice, rich in amylase and

containing trypsin and lipase.

While it is too early to judge the practical value

of such dramatic surgery, the knowledge that yet

another complex human organ has yielded to the

subtle techniques of organotransplantation is im-

pressive. Although insulin will undoubtedly be

around for a while, one would be rash to assert

that it is the last word in diabetic management.

REFERENCES
•Reemtsma, K. ; Lucas, J. F. ; Rogers, R. E. ; Schmidt,
F. E. ; and Davis, F. H. : Islet Cell Function of the

Transplanted Canine Pancreas. Ann. Surg. 158:645,

(Oct.) 1963
2Seddon, J. A., and Howard, J. M. : The Endocrine
Function of the Homotransplanted Pancrease. Sur-
gery 59:235, (Feb.) 1966

3Teixeira, E. D., and Bergan, J. J. : Auxiliary Pan-
creas Allografting. Arch. Surg. 95:65, (July) 1967

4 Kelly, W. D.
;
Lillehei, R. C. ; Merkel, F. K. ; Idezuki,

Y.
;
and Goetz, F. C. : Allotransplantation of the

Pancreas and Duodenum Along With the Kidney
in Diabetic Nephropathy. Surgery 61 :827, (June) 1967

°Kelly, W. D. : Personal Communication quoted in

rf. 3
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AMA HOUSTON CLINICAL SESSION DESIGNED
FOR PHYSICIAN IN PRACTICE

A scientific program especially designed for the

physician in practice again will be featured at the

AMA’s Clinical Convention, to be held in Houston

November 26-29.

The four-day meeting will include scientific

sessions on 18 major topics, four postgraduate

courses, breakfast roundtable conferences, closed-

circuit television and medical motion picture pro-

grams, and more than 150 scientific exhibits.

Of special interest are the postgraduate courses,

expanded to four topics: Fluid and Electrolyte

Balance, Oncology, Cardiovascular Disease, and

Obstetrics and Gynecology. Each course will con-

sist of three half-day sessions featuring outstand-

ing teachers.

Scientific and industrial exhibits and all scien-

tific meetings will be in Houston’s new Astro Hall,

a part of the Astrodome complex.

Topics at the general scientific sessions include:

aerospace medicine, antibiotics, arthritis, cancer,

cardiovascular medicine, cardiovascular surgery,

dermatology, endocrinology, gastroenterology, gen-

eral surgery, genitourinary treatment, geriatrics,

obstetrics and gynecology, opthalmology, oto-

laryngology, pediatrics, and psychiatry. There also

will be a session on “new cares” featuring a dis-

cussion of legal and social problems now faced by
the physician.

DARTMOUTH MEDICAL SCHOOL
EXPANSION REPORTED

The appointment of two new key faculty mem-
bers was announced recently by Dr. Carleton B.

Chapman, dean of the Dartmouth Medical School.

Dr. Thomas P. Almy was named professor and

chairman, of the Department of Medicine and Dr.

James C. Strickler was appointed associate dean

and associate professor of medicine. Both are on

the faculty of the Cornell University College of

Medicine, New York City. Each has a wide repu-

tation in internal medicine and medical education.

The Medical School thus took a large step

toward its twin goals of establishing a four year

M.D. program and pioneering a broad revision of

education for medicine.

Expansion of its current two year program is

scheduled to begin in 1971. The student body will

be increased from 96 to 160 with approximately

20 students enrolled in an experimental tutorial

program in the third and fourth years. The new
program, emphasizing the basic sciences, would

also graduate about 20 Ph.D. candidates annually.

Dartmouth in 1972 plans to award its first M.D.
degree since 1914 when it abandoned its four year

program. The third oldest medical school in the

nation, it was founded in 1797.
3(c sji ;fc

Listen to This!

WOMEN SURPASS MEN IN HEARING
Hearing, it turns out, is not one of man’s strong

points.

In fact, most women hear better.

Not only do men hear less sharply than women,

but as a group they show a greater incidence of

defeots and deafness.

Animals, too, are man’s hearing superiors.

Their ability to move their ears around to lo-

cate the direction of sounds, reports New York’s

American Museum of Natural History, gives them

an added advantage. Big ears are also an animal

aid.

Women, without the ear mobility or stature,

says the Health Insurance Institute, have a defi-

nite advantage over men, even though they can-

not outhear most animals.

Definite Advantage

Yet women, according to U. S. government stud-

ies, have “substantially” better hearing than men
at the higher frequency sound ranges.

Oddly enough, National Health Survey data on

adults between the ages of 18 and 79, found that

both sexes hear slightly better with the right ear

when there are slight variations in the hearing for

the two ears.

Also, on the odd side, is the Museum’s conten-

tion that animals with the keenest sense of hearing

are generally those with hoofs, such as the deer.



October, 1967 709

But the Museum also pointed out that the ele-

phant is also a keen hearer, as are many species

of foxes, ini particular 'the bat-eared fox of South

Africa.

Now that the facts are in, it has been suggested

that man may finally have a response to the often

irritating woman’s plaint: “Ben, did you hear what

I said?”

The reply (in a soft spoken but firm tone):

“Aw, go talk to a bat-eared fox.”*****
PAPER, PAPER EVERYWHERE

“Water, water everywhere,” moaned the Ancient

Mariner. In the case of the federal government,

it’s “paper, paper everywhere.” As California Con-

gressman Craig Hosmer puts it: “The U. S. Ship

of State floats on a sea of paper.”

Quoting a Congressional committee’s recommen-

dations on streamlining government paper work,

Hosmer notes 'that it takes 360,000 different forms

printed in 1 5 billion copies to keep the government

afloat. Government records occupy 25 million cubic

feet of space; their handling costs almost $8 bil-

lion a year. About a billion letters are written a

year at an average cost of $1.50 each.

Hosmer figures that if a page of the govern-

ment’s mountain of records were to be disposed of

every second it would take 2,000 years to get rid

of them all. Let’s get going! (Editorial, California

Feature Service, 7-2-67).

FOREIGN MDs IN U.S. INCREASE

A staff study for the House Government Opera-

tions Committee reported that the number of phy-

sicians moving to the United States from other

parts of the world increased from 15.7% in 1956

to 26.1% last year.

They represent the largest group of professional

men involved in the “brain drain” the study said.

Only 1.9% of U. S. scientists and 9.5% of U. S.

engineers came from abroad. The percentage of

scientists is down from 2.2% in 1956, while engi-

neers are up slightly from 8.9% a decade ago.

The staff study said that of the total number of

highly-educated professionals locating in the U. S.

last year, almost half—46%—are from the under-

developed countries of the world.

One of the most desperate needs of the under-

developed world is for trained leaders, particularly

in the categories of science, engineering and medi-

cine, the report said.

(AMA News)

HOSPITAL EXPENSES ROSE 68 PER CENT
OVER '57-'59 CONSUMER PRICE INDEX

Paid any hospital bills lately? Anyone who has

might reasonably ask: “Just how high have hos-

pital costs been rising,”

He leaves to make
an urgent call

But doesn’t use
the phone at all

Parepectolin for quick relief of acute diarrhea

...soothes colicky pain with paregoric

...consolidates fluid stools with pectin

...adsorbs irritants with kaolin, and protects

intestinal mucosa.

Whether it’s a 24-hour “bug”, a food problem,

or simply nervousness and anxiety, Parepectolin

will bring the diarrhea under control until etiol-

ogy can be determined. In some cases, Parepec-

tolin may be all the therapy necessary

Parepectolin
Each fluid ounce of creamy white suspension contains:

Paregoric (equivalent) (1.0 dram) 3.7 ml.

Contains opium (Vi grain) 15 mg. per fluid

ounce.
warning: may be habit forming

Pectin (2% grains) 162 mg.
Kaolin (specially purified) .... (85 grains) 5.5 Gm.
(alcohol 0.69%)
Usual Adult Dose: One or two tablespoonfuls three

times daily.

WILLIAM H. RORER, INC.

Fort Washington, Pa.
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A Health Insurance Institute analysis of Con-

sumer Price Index tables indicates that they have

climbed higher and faster than any other health

care service. These services, in turn, have increased

faster than any other type of personal expense.

Up, Up, Up
Hospital costs were up 14.7 per cent last year,

23.1 per cent since 1964, and 68 per cent since

the base period of 1957-1959 through 1966.

This means that last year a hospital patient was
paying $168 for hospital stays that would have

cost him $100 ten years earlier.

In that same span, all medical care items had
climbed to 27.7 per cent or more than double the

13.1 per cent increase for all major groups in the

Price Index.

In cold cash people were spending $127.70 for

medical care in 1966 for every $100 spent a decade

ago.

Over the same 10 years, hospital insurance ben-

efits from private health insurers have more than

doubled.

There are also more Americans receiving these

benefits.

Last year, according to the Health Insurance

Council, 158 million persons were covered by pri-

vate hospital expense insurance.

Back in 1957, 119 million Americans had this

form of protection, 68 million of them with in-

surance companies.

In 1957, according to the Institute, a total of

$2.3 billion in hospital expense benefits was paid

out. Last year, insured persons received $5.9 bil-

lion.

Insurance companies alone paid out $2.8 billion

in hospital benefits in 1966 as opposed to the $1.1

billion total for 1957.

A breakdown of health care components since

the 1957-59 Price Index base period shows rises in:

• Physicians’ fees, 28.5 per cent.

• Dentist fees, 21.4 per cent.

• Optometric and eyeglass fees, 16.1 per cent.

Cost of prescription drugs were down, due in

part to the availability of more and better drugs,

and to the increased number of drug consumers,

which tended to reduce the unit cost.

They had dropped 1.6 per cent during the past

decade.

And this year the increases especially for hos-

pital service rates, were continuing even more

steeply.

During the first three months, according to the

Bureau of Labor Statistics, hospital service rates

on the Price Index were over 94 per cent above

the base period. In other words almost double a

decade or so ago.

And the costs keep rising.
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INCREASES IN MEDICAL CARE B8 0%

Source : U.S. Department of Labor. Bureau of Labor Statistics

Chart: Health Insurance Institute

Up to $70 By 1970

Where average daily hospital cost per patient

came to $48.83 in September, 1965, it will be

$57.93 this September, and about $70 by 1970

—

or so the American Hospital Association predicts.

According to AHA projections there will be a

rise in total hospital expense per patient day of

18.6 per cent for the period of September 30, 1966

to September 30, 1967; and a 30.2 per cent in-

crease from September 1965 to September of this

year.

Overall Increase

A good portion of the cost rise is attributed to

the increase in the expense of running a hospital,

due especially to the big wage rises recently chalked

up by hospital employees.

These salaries, for years conspicuously low, have

started to perk up. Not only are nurses and interns

doing better, but so are technologists, orderlies,

elevator operators and so forth.

The need for new equipment, more elaborate

plants—in fact higher prices for everything pur-

chased—has also added to total hospital expenses.

INVESTiGATORS SHATTER MIDDLE-OF-NIGHT
BABY MYTH

Expectant parents take note: all babies don't

arrive in the middle of the night. It only seems

that way.

A study by a New York City Health Depart-

ment research team has shattered this myth—per-

haps once and for all, the Health Insurance In-

stitute reports.

In fact, based on the findings, it’s the other

way around. The infant is most likely to make his

first appearance during more conventional hours,

between breakfast and lunch.

('ConVinued on Page 714)

removes the mental blur

that clouds vision

SOLFOTON
®

Each tablet or capsule contains

PHENOBARBITAL 16 mg.

(Warning: may be habit forming)

BENSULFOID ® (See P D R) 65 mg.

Precaution: same as 16 mg. of phenobarbital

Constructive Therapy
A Solfoton tablet or capsule at 6 hour intervals

maintains sedation at the threshold of calmness,

sustaining a mental climate for purposeful living.

Literature and clinical samples sent upon request.

FEDERAL LAW PROHIBITS DISPENSING

WITHOUT PRESCRIPTION

AVAILABLE

Solfoton (yellow, uncoated tablets
11 P”)

100s, 500s, 5000s

Solfoton Capsules (yellow and brown)
1 00s, 500s, 1000s

Solfoton S/C (sugar-coated beige tablets

)

100s, 500s, 4000s

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers ofethicalpharmaceuticals since 1856



when he just can’t sleep

Tuinal
One-Half Sodium Amobarbital «hc

One-Half Sodium Secobarb;a
supplied in %, <1%s and 3-grain Pulvues



jinal helps wakeful patients fall asleep fast, stay
deep all night.

dications: Tuinal is indicated for prompt and moder-
lely long-acting hypnosis. It is not suitable for con-

i iuous daytime sedation.

lontraindications: Barbiturates should not be adminis-
jred to anyone with a history of porphyria, nor should
|ey be given in the presence of uncontrolled pain, be-
use excitement may result.

,arning: May be habit-forming.

ecautions: Tuinal should be used cautiously in pa-
ints with decreased liver function, since prolongation
i effect may occur.

dverse Reactions: Idiosyncrasy, such as excitement,
mgover, or pain, may appear. Hypersensitivity reac-

tions occur in some patients, especially in those with

asthma, urticaria, or angioneurotic edema.

Overdosage: C.N.S. depression. Symptoms—Depression

of respiration and of superficial and deep reflexes, slight

constriction of the pupils (in severe poisoning, dilation),

decreased urine formation, lowered body temperature,

coma. Treatment—Symptomatic and supportive (gastric

lavage; intravenous fluids; maintenance of blood pres-

sure, body temperature, and adequate respiration). Di-

alysis may speed removal of barbiturates from body
fluids.

Dosage: 50-200 mg.
(

34-3 grains) at bedtime.
[031767]

Additional information available to physicians upon request.

Eli Lilly and Company • Indianapolis, Indiana 46206
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THROUGH THE MICROSCOPE
(Continued from Page 711)

More than 4,000 natural births were analyzed

over a six month period, and the study showed:

• The most frequent three-hour period for natural

births (excluding induced labor and cesarean sec-

tions) was from 9 a.m. to noon, when over IS per

cent occurred.

• The least frequent three-hour period was from

9 p.m. to midnight. During the study months, only

about 10 per cent of the babies—a little more than

400 of the infants—were born during these hours.

Other results of the July-December 1963 study,

which appeared in a recent issue of the New York

State Journal of Medicine, showed:

• Of the 1,362 first-born babies, the largest num-

ber, 74, arrived between noon and 1 p.m.

• The smallest number of first-borns—35 out of

1,362—were delivered between 2 and 3 a.m.

• Deliveries of first-born babies were more evenly

distributed throughout the day and night than the

others; although in both cases the three-hour pe-

riod before noon was favored.

Favorite Hours

According to Dr. Carl L. Erhardt. Sc.D., the

research team head, after the first pregnancy,

mothers are more likely than ever -<

to have their

next ones between 9 a.m. and noon.'
5 They are

least likely to have them between 3 and 6 p.m.

Dr. Erhardt also pointed out that in deliveries

influenced by induction, the most common hours

were between noon and 4 p.m.
:{C ^ 5fc

HOSPITAL ASSOCIATION NAMES
CANADIAN PRESIDENT-ELECT

George W. Graham. M.D., director of Ellis Hos-

pital, Schenectady, X. Y., has been named presi-

dent-elect of the American Hospital Association by

the AHA House of Delegates. He assumes the

presidency at the 70th Annual Meeting of the

America Hospital Association, Sept. 18, 1968 at

Atlantic City.

The 50-year-old AHA president-elect is a native

of Quebec City, Canada, a graduate of McGill

University, Toronto (class of 1937). He received

his medical degree from the same university in

1941.

Doctor Graham was in the private practice of

medicine in Montreal from 1942 to 1948. In 1949

he entered a two-year residency in hospital ad-

ministration at Strong Memorial Hospital, Roch-

ester, N.Y., and served as assistant director of

that institution from 1950 to 1954.

A fellow of the American College of Hospital

Administrators, Doctor Graham has served on the

board of trustees of the Regional Hospital and

Planning Council of Northeast New York and as

(Continued on Page 716)



From a continuing study on nasal congestion . .

.

R MADE ,N U S A

BEFORE TRtAMINIC

2 HR. AFTER TRIAMINIC

‘Mwi,

timed to work

while your patient does
A study being conducted by the Department of
Otolaryngology, Greater Baltimore Medical Center is

stockpiling evidence that points to the fast action and
prolonged relief effected by Triaminic in the treat-

ment of nasal congestion.

Begun in March 1966, the study to date has encom-
passed 85 patients with common nasal disorders—

It’s a comforting thing to kr

and measured their response to recommended doses

of Triaminic tablets.

Timed to release its oral nasal decongestant and two
antihistamines within 8 hours, Triaminic was found to

effect partial or complete relief in better than 82% of

the subjects treated. Clearing nasal obstruction. Re-

ducing turbinate swelling. Making breathing easier,

that Triaminic really works.

Triaminic®,timed-release tablets

Each timed-release tablet contains:

Phenylpropanolamine hydrochloride 50mg. Pyrilamine maleate 25mg. Pheniramine maleate 25mg.
Side effects: Occasional drowsiness, blurred vision, cardiac palpitations, flushing, dizziness, nervousness or gastrointestinal upsets.

Precautions: The patient should be advised not to drive a car or operate dangerous machinery if drowsiness occurs. Use with caution in

patients with hypertension, heart disease, diabetes or thyrotoxicosis.

DORSEY LABORATORIES • a division of The Wander Company • LINCOLN, NEBRASKA essoi
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THROUGH THE MICROSCOPE
(Continued from Page 714)

a member of the New York State Nurse Advisory

Council. *****
THREE-YEAR PROGRAM STIMULATES

TOBACCO-HEALTH RESEARCH

Is smoking a psychological addition with deadly

overtones or more in the nature of a bad habit?

The best estimate of clinicians and scientists in

the field is that cigarets are a health hazard. But

they admit they don’t have the scientific data yet

to establish why and how.

The problem is one that must be answered at

the cellular and molecular level. What effect is

produced by the molecules that constitute cigaret

smoke on the molecules that make up human cells?

For the past three years, wide ranging research

into many questions at this level has been spon-

sored by the Project for Research on Tobacco

and Health of the American Medical Association

—

Education and Research Foundation. But direct

and incontrovertible evidence for a cause and ef-

fect relationship between smoking and disease —
including cancer, respiratory and cardiovascular

disease—is difficult to obtain. The answers are

probably still years away.

Nevertheless, the program has already met with

a degree of success, according to its architects.

Explains Maurice H. Seevers, M.D., Ph.D.,

chairman of the Committee for Research on To-

bacco and Health: ‘'For one thing, the program

has helped stimulate an interest in laboratory re-

search on smoking.”

In the past research into the effects of smoking

has often been retrospective in nature—attempting

to correlate certain diseases with smoking patterns

on a statistical basis.

There was, however, only spotty interest among
scientists in laboratory investigation of the ques-

tions posed by the statistics.

Dr. Seevers, professor and chairman of the De-

partment of Pharmacology at the University of

Michigan Medical School, said grants provided

under the AMA-ERF program are designed to

change this by making it possible for scientists to

undertake long-range studies.

“Our goal has been to stimulate such interest

among established researchers,” he said.

The decision to include cardiovascular and res-

piratory research in the program along with can-

cer, he explained, was based on the fact that cer-

tain respiratory and circulatory diseases show much
the same statistical relationship to smoking as can-

cer, and at the same time are more prevalent than

cancer.

The Project for Research on Tobacco and Health

was initiated by theAMA House of Delegates as

an adjunct to its educational compaign to dis-

courage the use of toxic materials—including to-

bacco—among young people.

The indictment of cigaret smoking as ‘‘a serious

health hazard,” was restated following the Sur-

geon General’s report citing the statistical rela-

tionship between smoking and lung cancer and

other diseases.

At that time, however, the AMA delegates made
it clear they did not think the report could stand

alone. It needed facts to back it up.

They indicated that statistical tabulations alone

were not enough to dissuade smokers from their

habit. The role of smoking as a causative factor

in death and disease—the mechanisms by which

tobacco smoke attacks the body and the chemical

agents, if any responsible for the damage—also

would have to be defined if any educational cam-

paign were to be successful, they said.

(From a News Release of the

American Medical Association)
5fc jfc 5|C 5^5

BACK TO THE SALT MINES
Don’t laugh the next time a neighbor says he’s

“off to the salt mine.” It could be that he’s just

being modest.

It's quite likely that someone you know works

longer hours than a salt miner, reports the In-

stitute of Life Insurance. And if he does, there’s

a reasonably fair chance that the extra effort has

placed him among the growing number of affluent

Americans whose family income is $10,000 or more

a year. About one out of four families are in this

category now, the Institute says.

Citing a recent Labor Department study which

defined “long hours” as more than 48 a week, the

Institute noted that breadwinners who regularly

put in 49 or more hours a week have nearly dou-

bled in number since 1948.

To a nation growing used to more leisure and

shorter hours, this may come as some surprise.

But about one out of every five breadwinners has

a “long” work week.

Of course, working extra-long hours doesn’t al-

ways means affluence. Many lower paid jobholders

put in extra time—or monnlighting at a second

job—to bring their family incomes up to average.

But having a five or six-figure income quite fre-

quently means working extra hard for it, the

Labor Department found.

“Obviously,” says the Institute, “hard work has

not gone out of style. For some it’s too rewarding

to pass up.”

POLIO CASES DROP OFF 99.9%

Polio cases throughout the United States were

down to 15 during the first seven months of 1967,

(Continued on Page 717)



A breakthrough
in the control of pain

Thlwin
brand of

. ^

penUizoeiiie
(as lactate)

a potent injectable non-narcotic

—

may be used in place of morphine
and other narcotic analgesics



Talwin 30 mg. relieves pain

usually as quickly and
effectively as morphine 10 mg.*

whatever the intensity of the pain

whatever the cause of the pain

whatever the site + of the pain

whatever the chronicity of the pain

whatever the agen of the patient

without the liability of narcotics

without the development of tolerance on
prolonged use

with less risk of severe respiratory

depression than with morphine

with less constipation

with less urinary retention

*lts duration of action may sometimes be less than

that of morphine.

Should not be used for patients with increased in-

tracranial pressure, head injury or pathologic brain

conditions.

Until sufficient experience is gained, Talwin should

A breakthrougl
in the control
of pain

Tnhvin
!

a potent injectable non-narcotic—

may be used in place of morphine
and other narcotic analgesics

Clinical experience of more than 150 investigates

with over 12,000 patients given varying dosagesif

Talwin shows that this potent injectable analge c

is not a narcotic.

Talwin has less risk of severe respiratory depre-

sion, urinary retention, and constipation than nv-

phine-a great boon for postsurgical patients.

Talwin produces less nausea, vomiting and c

phoresis than meperidine.
.

aConstipation and urinary retention are seldorr

problem with Talwin.

Very rarely do hallucinations or disorientation i

cur (0.1 % each).

>

No significant hepatic, renal, hematopoietic or n

rologic disturbances have been reported.

U.

Talwin is well tolerated even by the aged or veryll

patients.

Used during active labor, its tolerance by i

mother and newborn is comparable to mepe
dine’s. As with all new drugs, Talwin should be us

with caution in pregnant women and in women i

livering premature infants.

e
.

i-

d

'

Tolerance to the analgesic effect of Talwin has
developed with prolonged use.

)t

Talwin gives significant relief of pain in from 1£

20 minutes following I.M. or S.C. injection.

0

Talwin relieves pain usually for 3 hours or Ion 3r

with a single injection; however, the duration niy

sometimes be less than with morphine.

86 per cent of medical and
surgical patients obtained

excellent to good relief with

Talwin 30 mg. administered



Talwin
brand of pentazocine (as lactate)

used for pain of all types

Talwin has a wide range of

usefulness in surgery

Number
of

patients

Efficacy

Types of surgical use %
Exc.

%
Good

Exc.

-f Good
%

Fair

%
Poor

• Preoperative 118 31 52 83% 15 2

• Postoperative 914 58 28 86% 8 6

• Pre- and postoperative 12 75 17 92% 0 8

• Minor surgery 33 30 39 69% 0 31
*

• Traumatic 14 64 29 93% 7 0

• Dental 33 67 24 91% 3 6

Total patients ...1124

Efficacy of 30 mg. Talwin I.M. and S.C. as related

to types of surgical use in a cooperative study

Data in files of Department of Medical Research. Winthrop Laboratories.

High incidence of poor results in minor surgery is due primarily to one
study involving change of burn dressings in children; 9 of 19 patients ob-
tained poor results with dose used.

Talwin relieves all types
of pain in acute and
chronic medical disorders

Number Percentage of relief

'ype of medical pain of

patients Excellent Good
Exc.

+ Good Fair Poor

Malignancy, pain in 161 44 37 81% 8 11

Orthopedic; see also

"Arthritis" 111 53 38 91% 5 4

Cardiovascular pain;

see also "Miscel-

laneous medical'
1

96 59 27 86% 6 7

Genitourinary pain 83 42 33 75% 16 10

Arthritis 76 33 51 84% 12 4

Gynecologic pain 35 57 34 91% 6 3

Cephalalgia 21 45 41 86% 9 5

Gastrointestinal pain 19 89 5 94% 0 5

Chest, including
• Pleurisy
• Pulmonary embo-
lism and infarct

• Lung abscess 12 83 17 100% 0 0

(Miscellaneous medi-
cal. including
• Peripheral vas-

cular disease
• Thrombophlebitis
• Cervical root pain
• Facial neuralgia
• Syringomyelia
• Burns 108 50 39 89% 9 2

I Total patients 722
'

ifficacy of 30 mg. Talwin I.M. and S.C. as related

1

3 types of medical pain in a cooperative study

ata in files of Department of Medical Research. Winthrop Laboratories.

ee next page tor additional product information

Talwin relieves pain as
quickly as morphine

Talwin 30 mg. proved equivalent to morphine 10 mg.
in overall analgesic efficacy. During the early post-

medication period (up to 40 minutes after drug in-

jection), Talwin was superior in effect to morphine.

After observation periods ranging from 40 to 180

minutes there was no difference between the drugs

in their effect on intensity. There were 141 and 119

complete patient records for Talwin and morphine,

respectively, in this double-blind study. Other clini-

cal investigators, studying duration, state that relief

with Talwin may be obtained for up to three hours

or longer, a period sometimes less than morphine’s.

Talwin is as effective

for severe pain (Fig .2)t

as for moderate pain (Fig 3)t

Figure 2. Percentage of patients Figures.

15 30 180

Minutes after administering Talwin

Per cent excellent to good
relief of severe pain obtained

with 30 mg. Talwin in 218

postoperative patients

100 --

Minutes after administering Talwin

Per cent excellent to good
relief of moderate pain ob-

tained with 30 mg Talwin in

203 postoperative patients

Talwin does not require

a narcotics prescription

or narcotics records
The World Health Organization Expert Committee
on Dependence-Producing Drugs concluded that

“...there was no need at this time for narcotics con-

trol of pentazocine [Talwin] internationally or na-

tionally.” 1

*Storer, E H Data in the files of the Sterllng-Winthrop Research Institute.

tCooperative study, data in the files of the Department of Medical Research,
Winthrop Laboratories.

i
World Health Organization Technical Report Series, No. 343. 1966, p. 6.



A breakthrough
in the control
of pain

Thlwin
brand of , 0

pentazocine
(as lactate)

a potent injectable non-narcotic—

may be used in place of morphine

and other narcotic analgesics

Contraindications: Increased Intracranial Pressure, Head Injury, or

Pathologic Brain Conditions in which clouding of sensorium is un-

desirable. Talwin (brand of pentazocine) should not be administered

in these cases, since drug-induced sedation, dizziness, nausea, or

respiratory depression could be misleading.

Precautions: Pregnancy. No teratogenic or embryotoxic effects attrib-

utable to the use of Talwin have been seen in extensive reproductive

studies in animals; however, like all new drugs, Talwin should be

given with caution to pregnant women. A large number of patients in

labor have received the drug with no adverse reactions other than

those that occur with commonly used strong analgesics. However, as

with other strong analgesics, Talwin should be used with caution in

women delivering premature infants.

Ambulatory Patients. Since sedation, dizziness, and occasional eu-

phoria have been noted, ambulatory patients should be warned not to

operate machinery, drive cars, or unnecessarily expose themselves

to hazards.

Certain Respiratory Conditions. The possibility that Talwin (brand of

pentazocine) may cause respiratory depression should be considered

in treatment of patients with bronchial asthma. Talwin should be ad-

ministered only with caution and in low dosage to patients with respi-

ratory depression (eg., from other medication, uremia, or severe

infection), obstructive respiratory conditions, or cyanosis.

Patients Dependent on Narcotics. Because Talwin is a narcotic-antag-

onist, patients dependent on narcotics and receiving Talwin may oc-

casionally experience certain withdrawal symptoms. Talwin should

be given with special caution to such patients. It has been observed

that some patients previously given narcotic-analgesics for one month

or longer had mild withdrawal symptoms when the drug was replaced

with the analgesic, Talwin. After a short period of adjustment the sub-

jects were usually able and willing to continue taking Talwin, and re-

lief of pain was satisfactory.

Nonaddicted Patients Receiving Narcotics. Symptoms believed to be
indicative of antagonism to the opiate may be observed rarely with

administration of Talwin to patients receiving opiates for a short time.

Intolerance or untoward reactions are seldom observed after admin-
istration of Talwin to patients who have received single doses or who
have had limited exposure to narcotics.

Impaired Renal or Hepatic Function. Although laboratory tests have

not indicated that Talwin (brahd of pentazocine) causes or increases

renal or hepatic impairment, the drug should be administered with

caution to patients with such impairment. Extensive liver disease ap-

pears to predispose to greater side effects (e.g., marked apprehen-
sion, anxiety, dizziness, sleepiness) from the usual clinical dose, and
may be the result of decreased metabolism of the drug by the liver.

Myocardial Infarction. As with all drugs, Talwin (brand of pentazocine)

should be used with caution in patients with myocardial infarction

who have nausea of vomiting.

Biliary Surgery. Until further experience is gained with the effects of

Talwin on the sphincter of Otfdi, the drug should be used with caution

in patients about to undergo surgery of the biliary tract.

Adverse Effects: Talwin is relatively free from the undesirable side
effects associated with morphine, such as constipation, urinary reten-

tion, or severe respiratory depression. Furthermore, Talwin produces
less nausea, vomiting, and diaphoresis than meperidine.

In over 12,000 patients who received Talwin intramuscularly, subcuta-
neously. or intravenously, nausea, the most frequent adverse effect,

occurred in approximately 5.0 per cent. In decreasing order of oc-
currence were vertigo, dizziness or lightheadedness; vomiting; and
euphoria. Respiratory depression was reported as an adverse reaction
in 1.0 per cent.

The incidence of each of the other adverse effects was well below
1.0 per cent: constipation, circulatory depression, diaphoresis, urinary
retention, alteration in mood (nervousness, apprehension, depression,
floating feeling), hypertension, sting on injection, headache, dry
mouth, flushed skin including plethora, altered uterine contractions
during labor, dermatitis including pruritus, dreams, paresthesia, and
dyspnea occurred rarely after administration of Talwin (brand of pen-
tazocine). Furthermore, each of the following adverse reactions oc-
curred in less than 0.1 per cent: tachycardia, visual disturbance
(blurred vision, diplopia and nystagmus), hallucinations, disorienta-
tion, weakness or faintness, muscle tremor, chills, allergic reactions
including edema of the face, taste alteration, insomnia, diarrhea,
cramps, and miosis; laryngospasm in one patient.

Talwin has not produced severe respiratory embarrassment in adults
(never apnea), even with large amounts. A small number of newborn
infants whose mothers received Talwin during labor had transient
apnea. The incidence of temporary diminution in the rate or strength
of uterine contractions is low after administration of Talwin, similar
to that following meperidine hydrochloride. (In reporting no interfer-

ence with normal labor in patients receiving Talwin, one investigator
further stated that the drug may increase uterine activity.) Generally,
no significant fetal heart rate change occurs.

Laboratory tests of blood and of liver and kidney functions have re-

vealed no significant abnormalities. A minimum and probably insignifi-

cant increase in the per cent of eosinophils in peripheral blood
counts and bone marrow occurred occasionally.

Talwin is well tolerated by patients with diabetes mellitus, and no
changes in insulin requirements have been observed.

Dosage and Administration: Adults, Excluding Patients in Labor. Aver-

age recommended single parenteral dose is 30 mg., by intramuscular,

subcutaneous, or intravenous route; may be repeated every three to

four hours. Pain has been relieved in most patients with not more
than three doses daily. Infrequently, selected patients have received
single doses as high as 60 mg.

Patients in Labor. A single, intramuscular 30 mg. dose has been most
commonly administered. An intravenous 20 mg. dose has given ade-
quate pain relief to some patients in labor when contractions become
regular, and this dose may be given two or three times at two- to

three-hour intervals, as needed.

Children Under 12 Years of Age. Since clinical experience in children

under twelve years of age is limited, the use of Talwin (brand of pen-

tazocine) in this age group is not recommended.

Duration of Therapy. Patients with chronic pain who received Talwir
for prolonged periods (e g., over 300 days) experienced no with-

drawal symptoms even when administration was stopped abruptly

furthermore, there was no tolerance to the analgesic effect.

CAUTION. Talwin should not be mixed in the same syringe with sol

uble barbiturates because precipitation will occur.

Treatment of Overdosage or Respiratory Depression. Talwin has no
produced apnea or severe respiratory embarrassment in adults, ever
in large doses. Occasionally, however, moderate respiratory depres
sion may occur. Means of maintaining proper oxygenation should be

available in case of overdosage or respiratory depression, and methyl-

phenidate (Ritalin®) should be administered parenterally. The usua
narcotic-antagonists, such as nalorphine, are not effective respiratory

stimulants for depression due to Talwin.

How Supplied: Ampuls of 1 ml., containing Talwin® (pentazocine) as

lactate equivalent to 30 mg. base and 2.8 mg. sodium chloride, ir

Water for Injection. Boxes of 10, 25, and 100.

Multiple dose vials of 10 ml., each 1 ml. containing Talwin® (pentazo
cine) as lactate equivalent to 30 mg. base, 2 mg. acetone sodiurr

bisulfite, 1.5 mg. sodium chloride, and 1 mg. methylparaben as pre

servative, in Water for Injection. Boxes of 1.

The pH of Talwin solutions is adjusted between 4 and 5 with lactic

acid and sodium hydroxide.

lA//nfJbrop

Winthrop Laboratories, New York, N. Y. 10016
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THROUGH THE MICROSCOPE
(Concluded from Page 716)

virtually a 100 per cent drop in incidence since

Salk, vaccine was first used in 1955.

This represents the lowest national total on rec-

ord, with only 10 states involved so far.

The Health Insurance Institute, citing United

States Public Health Service reports, said 13 of

the victims had contracted paralytic polio.

The peak year for the often-crippling disease

was 1952, when 57,879 cases were reported. Since

then the Salk vaccine and the Sabin vaccine, in-

troduced in 1961, have all but eliminated the polio

threat in this country. In 1955, 28,985 cases were

reported.

Reporting polio cases to date were Texas, with

five; New York with two; and one each in Penn-

sylvania, Illinois, Kansas, North Carolina, Iowa,

Mississippi, Oklahoma and Maryland, where it was

contracted by a medical student.

Meanwhile, an early summer polio epidemic of

nearly 600 reported cases, most of them children

under seven years, was being put down in Nica-

ragua, a country of 1,700,000 people.

The death toll had reached 78, despite American

aid in the form of doctors and medicine. Since the

outbreak, the Nicaraguan government has arranged

to provide vaccine for every one in the country and

ninety-five per cent of all the children have 'now

been immunized.

Following is a table showing the drop of polio

incidence in the United States from 1955 through

1966:

1955 28,985

1956 15,140

1957 5,485

1958 5,787

1959 8,425

1960 3,190

1961 1,312

1962 910

1963 499

1964 122

1965 72

1966 99
sfc ;fc sfc

DEATHS BY RADIATION EXPOSURES
REPORTED TO BE EXAGGERATED

Many Americans have been alarmed unneces-

sarily by the statement of a prominent health

physicist that ‘‘thousands of deaths” are cause an-

nually by radiation exposures from routine diag-

nostic x-ray examinations, according to Dr. Joseph

D. Calhoun of Little Rock, Arkansas. However,

Doctor Calhoun states, there is no known instance

in which routine x-ray examination was found to

be fatal to a patient directly because of the radia-

tion exposure involved.

Dr. Calhoun’s comment was issued following an

assertion that 3,500 to 29,000 deaths a year were

caused by radiation damage from diagnostic medi-

cal exposure. The claim was made August 28 to

the Senate Commerce Committee by Dr. K. Z.

Morgan, director of the health physics division of

the Oak Ridge National Laboratory.

“What was not brought out was that Dr. Mor-

gan’s figure was admittedly his own guess and

represented a statistical extrapolation of hazy data,

rather than actual patient figures,” Dr. Calhoun

explained. “Even with the qualifications contained

in Dr. Morgan’s -10-page text, we still dispute

seriously many of his conclusions about the rela-

tive safe of medical x-ray procedures.”

Dr. Calhoun pointed out that no other witness

before the Senate group supported Dr. Morgan’s

assertions. On August 31, Dr. Lauriston S. Taylor

of Washington, a physicist and president of the

National Council on Radiation Protection and
Measurements, 'told the Senate Committee that Dr.

Morgan’s claims were “based upon pure specula-

tion, without any clinical facts to support them.”

DERMAQUIZ ANSWERS
See Page 663

In the case at left the youngster pulled his own
hair (trichotillomania) for pleasure (a substitute for
mansturbation) during states of tension, under heavy
school duties. It is done sometimes even while asleep.

In both cases the damage was only temporary. The
Jacques)) the unruly locks were yanked off by a
machine.

In both cases the damage was only temporary. The
therapy: do not do it. The recovery: complete.

IT’S RENEWAL TIME!
Notices are being sent out re-

garding the Society's group Blue

Cross-Physicians Service renewal.

This year all subscribers will get

the “B’’ Plan for Physicians Service.

All renewals must be filed with the

Executive Office by OCTOBER 31.
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BOOK REVIEWS

SCIENCE FEATURE ARTICLES. Prepared by

the American Medical Association. Chicago, v.d.

These articles, collected and reprinted from pre-

viously published material, aim "to aid understand-

ing—to express, along with some insight into the

questions involved, the “flavor” of medicine and

scientific research.” They are written in layman’s

language and cover subjects that are of interest

to the general public. Genetics, Nuclear Medicine,

Drug Addiction, Allergies, and Mental Retardation

are among the titles.

This volume is a welcome addition to our col-

lection of books for the laity.

Helen E. DeJong

INFANT NUTRITION by Samuel J. Fomon,

M.D. W. B. Saunders Company, Philadelphia,

1967. $10.50

Most of this book of about 300 pages is taken

up with normal growth and metabolism and con-

sideration of the ingredients of the various parts

of the infant diet. Relatively little attention is

paid to the treatment of the more difficult prob-

lems that occur occasionally. Therefore, the prac-

ticing pediatrician will find not much more than

he learned in school. However, the student of

medicine, nursing, dietetics, or nutrition will find

this a very good book.

H. G. Calder, M.D.
* * * * *

HORIZONS UNLIMITED. A Handbook Describ-

ing Rewarding Career Opportunities in Medicine

and Allied Fields. American Medical Association,

Chicago, 1966.

Many of our student readers are interested in

science careers and it is a pleasure to have an in-

formation source that answers their many ques-

tions. Part I discusses Medicine as a Career and

covers both the philosophical and practical aspects.

Part II is devoted to allied fields: Therapy, Social

Work, Technology, Nursing, Dietetics and Office

Work. The book concludes with a section on

“Where to Write for Information on Some Other

Health Careers.”

This small paperbook of 134 pages is crammed
with information of great value for the high school

student who is planning to make science his life’s

work.

Helen E. DeJong
jJc 5jc j}c ,s|e

NEW DRUGS'. 1967 edition Evaluated by A.M.A.

Council on Drugs, American Medical Associa-

tion, Chicago, 1967. $3.50

The physician must have readily available

sources of balanced, authoritative information in

order to cope effectively with the complexities of

modern pharmacotherapy. New Drugs, a publica-

tion of the A.M.A. Council on Drugs, now in its

third edition, provides such information on new
drugs.

The 1967 edition of New Drugs is a compila-

tion of introductory statements on various thera-

peutic classes of drugs and monographs, each of

which gives information on the actions and uses

of the drug and its adverse reactions, contraindi-

cations or precautions, dosages and routes of ad-

ministration, and sizes and strengths of available

preparations. The introductory statements to 21

chapters have been thoroughly revised and 10

new monographs have been added. These mono-

graphs and introductory statements are based on

a thorough review and evaluation by the Council

on Drugs and its consultants of all of the labora-

tory and clinical information, including unpub-

lished data, available to them. Thus, the book

presents a concise, unbiased assessment of the

newer drugs within the perspective of the thera-

peutic application of all of the commonly used

agents in a particular class of drugs. Since a mono-
graph on a drug is included whether or not the

Council’s opinion is favorable, New Drugs is in

no sense a list of approved or accepted drugs.

The index lists drugs by both their nonproprie-

tary (generic) and trade names and includes thera-

peutic entries. A list of Canadian trade names
equivalents is given in the appendix.

American Medical Association*****
RESPIRATORY PHYSIOLOGY by N. Balfour

Slonim, M.D., Ph.D. and John L. Chapin, Ph.D.

The C. V. Mosby Company, St. Louis, 1967.

$8.75

The authors set out to stress the fundamental

pprinciples related to respiratory physiology. They
tried to establish bridges between the basic science

of respiratory physiology and clinical practice and
they tried to point out the clinical application of

the basic materials presented. The book is designed

primarily for the medical student, but the authors

(Continued on Page 720)
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sre is why. Parafon Forte provides

:

i wnsalicylate analgesic equal to aspirin for the relief
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ated. While Paraflex (chlorzoxazone) has been suspected as

being the cause of hepatic toxicity in approximately eighteen

patients, it was not possible to state that the dysfunction was
or was not drug induced. Dosage: Two tablets q.i.d. Supplied:

Scored, light green tablets, imprinted “McNEIL”—bottles of 100.
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BOOK REVIEWS
(Continued from Page 718)

feel that the book should also prove useful to the

practicing physician, the physiologist and the en-

vironmental scientist; and, that certain, sections

may be used as reference material for nursing

and paramedical personnel.

The book is a rather thin one with 175 pages

in text. It covers much the same material that all

books on respiratory physiology do, but in addi-

tion, there are two chapters which are especially

timely—one on the responses to unusual environ-

ments and special atmospheres and another on

the clinical evaluation of pulmonary function.

The first several chapters cover the standard

material—respiration and metabolism, gas laws,

lung volumes and its subdivisions, pulmonary ven-

tilation, pulmonary circulation. The above takes

about one half of the book. The last half of the

book would be of more interest to the advanced

student. Herein there is detailed presentation of the

blood gas transport, gas diffusion across a mem-

brane, ventillation perfusion alterations, pH hom-

eostasis and the regulation of pulmonary ventila-

tion. These are followed by the above mentioned

two chapters. Tn the chapter on Responses to Un-

usual Environments and Special Atmospheres,

t jcnioria1 Sanitarium
Located on Rt. 1

South Attleboro, Massachusetts

A modem non-profit hospital for the care and treat-

ment of nervous and emotional disorders as well as

long term geriatric problems.

Physical, neurological psychiatric and psychological

examinations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and

conveniently located institution.

L. A. Senseman M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Lindberg. M.D. William H. Dunn, M.S.W.

P. Wendel Johnson, Ph.D. Therba Johnston, Ph.D.

Referred patients are seen daily (except Saturdays)

9-12 A.M., and by appointment.

R. I. Blue Cross Benefits Tel Southgate 1-8500
|

Special Rates for Long-Term Care

especially timely are the sections on altitude and

hyperbarism in diving and hypobarism and hyper-

oxia. This is followed by a twenty-page description

of the clinical evaluation of pulmonary function.

There is a nine page appendix relating to sym-

bols and abbreviations for respiratory physiology,

always a handy and valuable addition to a book,

and a short list of useful data an constants. This

is followed by a valuable section on respiratory

calculation. A five-page glossary of commonly used

terms in. respiratory physiology is an excellent idea

for the occasional reader.

In the very first sentence in the first chapter,

the authors note the alternate interpretation of

the word respiration. The chemist in using this

word refers to the intracellular process of hydro-

gen transport involving cytochromes and other

enzymes, whereas the physiologist uses the term

to mean those .processes by which air is breathed,

oxygen is extracted from it by blood and CO2 is

delivered from the blood to the lungs and then

breathed out. It is because of this various inter-

pretations that many are using the word ventila-

tion increasingly, rather than respiration. (Com-
ment: In places through the book the authors

speak of artificial ventilation, but not of ventila-

tors. They do not write of artificial respiration

but of respirators.)

There is a section on artificial ventilation, hardly

more than a very superficial effort. The authors

speak of the hazards of elevated pulmonary pres-

sure with mechanical ventilation. The reader may
get the impression that this is true of mechanical

ventilation but not of the previously discussed

mouth-to-mouth type of artificial ventilation. There

is so little space given to artificial ventilation that

sections relating to ‘,barometric ventilation” and

apneic oxygenation could well have been omitted.

Chapter Nine, pH Homeostasis, is indeed a

bridge between basic science of respiratory physi-

ology and clinical practice. The authors recognize

the need for better understanding of pH homeo-

stasis mechanisms; it leads to a consideration of

respiratory and metabolic acidosis and alkalosis.

The authors refer briefly to chemotherapy and the

treatment of acidosis.

In Chapter Ten, Regulation of Pulmonary Ven-

tilation, there is little over previous texts of

physiology.

The authors have succeeded in writing a book

on respiratory physiology which would be of value

to the medical student and the practitioner wish-

ing to brush up on changing physiological con-

cepts in regard to respiratory disease. The book

covers a good deal of material in a very small

amount of space. It is easy reading and is, al-

though not a replacement for other texts in physi-
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ology of respiration, a worthy addition to the stu-

dent’s and the clinician’s library.

Meyer Saklad, M.D.
s|c s(c 3^ s|c :|e

HEARTS. Their Long Follow-Up by Paul Dudley

White and Helen Donovan. W. B. Saunders

Company, Philadelphia, 1967. $12.00

Every new book from the pen of Doctor White

is eagerly received. We are not disappointed to

benefit again from his unique experience. Two
subjects are discussed and, by the relation to each

other, clarified. These are "The Long Follow-LTp,”

a much neglected kind of research, and “Cardi-

ology in My Time,” a decade by decade account

of our growing knowledge in the field.

The chapters are listed according to the etiology

of heart disease. Each type of heart disease is rep-

resented by summarized records which include his-

tory, pertinent physical findings, x-rays, and fluo-

roscopy. Every chapter contains recommendations

which will be of great assistance to the clinician.

In the chapter on Coronary Heart Disease, Doc-

tor White puts forth a convincing argument that

this type of heart disease was uncommon in the

early years of this century. He has been proven

right in not sharing the pessimism about longevity

in these patients. There are several case histories

to illustrate this, for example, the 52 year old man
with myocardial infarction who died of pneumonia

at age 90. He is enthusiastic about the promise of

surgery in coronary artery disease. Although he

does not deny the value of anticoagulant therapy

or coronary intensive care units, there is no great

warmth for these measures.

The chapter on Neurocirculatory Asthenia is

particularly interesting because of Doctor White’s

association with Thomas Lewis and others who
studied this entity during World War I. He points

out that although this condition is frequently for-

gotten in recent years, it is still a common and
important Clinical condition. In fact, it is possibly

more common than heart disease itself.

Roger J. Fontaine, M.D.

CLINICAL PATHOLOGY . Interpretation and

Application by Benjamin B. Wells, M.D. and

James A. Halsted, M.D. Fourth Edition. W. B.

Saunders Company, Philadelphia, 1967. $11.50

This book is not a laboratory manual—not a

“how to do the test” reference text. It is clinically

organized according to systematic and etiological

diagnosis as aided by the laboratory approach.

Answers to the following questions will illus-

trate the information presented. When should the

test be used? What do the results mean in terms
of the patient’s condition? What facts from the

laboratory technological standpoint does the phy-

sician need to know to insure the proper use and

interpretation of the test? What physiologic and

pathologic mechanisms underlie or explain the test

procedure and its results? One does find, however,

a brief section devoted to technique in laboratory

procedures such as the physician might perform

himself, or in which the physician himself partici-

pates. When organizing the approach to an in-

frequently encountered clinical problem this book

should prove quite valuable to the reader.

The preface and introductory remarks stimulate

two thoughts.

Our authors talk about the new health team

approach to clinical medicine emphasizing and ex-

plaining the role of the laboratory and the in-

creasingly knowledgeable directors and technicians.

This text, therefore by increasing the physicians

depth of understanding of the laboratory tests or-

dered places him in a better position vis-a-vis the

laboratory personnel, who more and more, for a

multitude of reasons, question the timing and even

the necessity of tests ordered.

The second item of interest, more exciting and

of especial concern to physicians practicing in the

environs of Providence is the allusion in the book

to the routine screening test approach to early

diagnosis. Not much has been done in this field

thus far, there will be, and it is bound to have a

tremendous impact on the practice of medicine.

Providence, R. I., has been selected as a testing

ground for the system by Which the individcal

will be subjected to a battery of tests apparently

without coming in direct contact with a physician.

Provided the economics are realistic, and it seems

as if they are, the results of such testing, properly

programmed and computerized, will place the eval-

uating physician at a coign of vantage previously

undreamed of in handling the patient with vague

complaints. And the annual physical evaluation

will take on a new meaning. This new edition of

an old work will certainly aid the physician of

today and to prepare for this reality of to morrow.

J. E. Caruolo, M.D.

ONE SENTENCE ESSAY

The human brain is the only computing mecha-

nism mass produced by unskilled labor.

. . . Frederick Bernays Wiener, The Phi

Beta Kappa Address, Brown Alumni

Monthly, July, 1967
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SCANNING THE MEDICAL LITERATURE

TRANSDIAPHRAGMA TIC EXFLORA TION
OF THE UPPER ABDOMEN DURING SUR-
GERY FOR BRONCHOGENIC CARCINO-
MA. John Yashar. J .Thorac. Cardiov. Surg.

52:599, 1966.

Not only does bronchogenic carcinoma have a

high incidence of metastasis at the time that the

diagnosis is made, but very often the first pre-

senting symptoms are manifestations of distant

metastasis. A review of 4,056 autopsy cases of

bronchogenic carcinoma reveals that, after the

hilar and regional nodes, the liver and the upper

abdominal glands are the most frequent sites of

metastasis.

COLOR VS. BLACK AND WHITE PHOTOG-
RAPHY. Francesco Ronchese. Cutis 3:335, 1967

Cases of scleroderma-like basal cell epithelioma,

Kaposi’s sarcoma, carcinoma in situ of the vulva,

and inflammatory carcinoma of the breast are illus-

trated by printing side by side a black and white

and a color photograph to demonstrate that in the

above mentioned cases a black and white illustra-

tion is useless.

The color reproduction must be a first class one.

Low grade color illustrations, particularly for der-

matology, are not worth the paper they are

printed on.

In 127 carefully selected patients with broncho-

genic carcinoma who were felt to be technically

resectable and with no obvious evidence of extra-

thoracic extension, the upper abdomen and liver

were explored through the diaphragm during thor-

acotomy. Patients with abnormal liver chemistries

and scannings or positive scalene node biopsies

were excluded from this study.

In 18 cases (14.9 per cent) the liver contained

metastatic nodules, and no resection was carried

out in 14 of these patients. The life expectancy

of these patients, with or without resection, was
extremely short, and the majority were dead with-

in four months with a mean survival time of 2.7

months. Six patients received nitrogen mustard
within seven to 10 days after thoracotomy. All of

these patients were dead also within four months,

with a mean survival time of 2.9 months.

The size and location of the primary tumor had
no relation to the presence, absence, or extent of

liver metastasis. Liver metastasis was seen in 25

per cent of cases of undifferentiated, 8.5 per cent

of squamous, and 5 per cent of adenocarcinoma.
In 90 per cent of patients with liver metastasis, the

hilar and mediastinal node involvement, and nor-

mal liver chemistries and scannings did not rule

out the presence of liver metastasis.

Exploration of the liver and the upper abdomen
through a diaphragmatic incision at the time of

thoracotomy is a definite aid in establishing the

presence or absence of hepatic metastasis and may
spare the patient unnecessary pulmonary resection.

BOOK REVIEW
SYNOPSIS OF PEDIATRICS by James G.

Hughes, M.D. With the Collaboration of Twen-

ty-Six Faculty Members of the University of <

Tennessee College of Medicine. Second Edition.

The C. V. Mosby Company, Saint Louis, 1967.

$10.85

This book is about the size of the Readers Di-

gest but has 1,000 pages and is 2 inches thick. It ;

i- a complete pediatric textbook and differs from

the standard textbook only in the conciseness of o

the articles. Although short, they are well written,

authoritative, and up-to-date.

Anyone wishing to review the subject to get the i

latest news in a short space will find this a valu-

able book.

H. G. Calder, M.D.

POEM
AT MOROTAI

Sitting by the sea

One lone gull and me

Waiting patiently,

For timeless eternity.

...John Carlisle Dunlap, M.D., Waco,
Tex., JAMA, Aug. 6, 1967



Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin B
- bacitracin- neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and nonirritating.

Caution: As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. -Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications: This product is contraindicated in those individuals who have shown hyper-
sensitivity to any of its components.
Supplied: Tubes of 1 oz., Vz oz. with applicator tip, and Ve oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML.

‘NEOSPORIN’
brand

POLYMYXIN B-BACITRACIN-NEOMYCIN
OINTMENT

BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y.



The full V4 grain of phenobarb in the formula

takes the nervous edge off the pain
...helps bring out the best in codeine
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Phenaphen

with Codeine
Each capsule contains:

Phenobarbital (14 gr.) 16.2 mg.
(Warning: may be habit forming)

Aspirin (2
1/2 gr.) 162.0 mg.

Phenacetin (3 gr.) 194.0 mg.
Hyoscyamine sulfate 0.031 mg.
Codeine phosphate 14 gr. (No. 2),

14 gr. (No. 3), 1 gr. (No. 4)

(Warning: may be habit forming)

the only leading compound

analgesic that calms

instead of caffeinates

Contraindications: Hypersensitivity to any ingredient.

Precautions: As with all phenacetin-containing products, avoid

excessive or prolonged use.

Side Effects: Side effects are uncommon — nausea, constipation,

and drowsiness have been reported. _
/IH-ROBINS

A. H. ROBINS CO., INC., Richmond, Va. 23220 I V
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There are 9,550*

undetected diabetics in

Rhode Island
Most of these are probably among patients over 40; the overweight;

relatives of diabetics, and mothers of large babies. By the time polyphagia, polyuria,

polydipsia, pruritus or other overt symptoms of diabetes appear,

damage may have been done that could have been minimized.

DEXTROSTIX® gives you a reliable blood-glucose estimate in 60 seconds.

WhyWait?

*Based on Statistical Report, U.S. Dept. Commerce, ed. 86, and Fisher, G. F., and Vavra, H. M.:

Pub. Health Rep. 80:961 (Nov.) 1965.

Note: DEXTROSTIX is not meant to replace the more precise analytical laboratory

procedures such as needed in glucose tolerance testing.

AMES COMPANY, Division Miles Laboratories, Inc., Elkhart, Indiana 46514

@
Ames
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EDALOGY
(Ethnic Medicine)

VOLVULUS OF THE SIGMOID COLON
AMONG PATHANS

Thirty-eight instances of volvulus of the sig-

moid colon are described among Pathans, an eth-

nic group which is quite distinct from others in

West Pakistan. The Pathans, like the Russians

and certain other ethnic groups, have a high inci-

dence of the disease.

The ages ranged from 25 to 75 years, and the

condition occurred predominantly in males. The
patients presented with intestinal obstruction of

from 12 hours to 6 days duration, and 23 of them

had had previous attacks. Three of the 38 had a

gangrenous sigmoid colon and were is poor condi-

tion, but the other 35 were in remarkably good

condition.

The authors believe that primary resection and

anastomosis is usually a safe procedure.

. . . Ahsan, I., and Rahman, H.: Brit.

M. J. 1:29, 1967

THE INCIDENCE OF BREAST CANCER IN

JEWISH FEMALES IN ISRAEL

From 1961 to 1963, 1,610 new cancers of the

breast among Jewish females in Israel were diag-

nosed. The incidence was highest in patients who
were born in Europe and lowest in those from

Africa and Asia. The frequency in those born in

Israel was intermediate. The incidence parallels

the lower rate and low incidence of nursing among
European-born women.

There was an exponential rise in the age specific

curve until the menopausal period, after which the

slope declined. The maximum was readied at the

end of the menopausal period, after which it de-

creased. This sigmoidal form of the curve, which

is well recognized for patients with breast carci-

noma, is different from the exponential curve gen-

erally seen with most malignant lesions, suggesting

a possible hormonal etiologic factor or relationship

in the development of breast carcinoma.

. . . Shani, M.; Modan, B.; Steinitz, R.,

and Modan, M.: Harefuah (Tel

Aviv) 71:337,1966

TELEPHONE DIRECTORIES

As new telephone directories are

published for Rhode Island the New
England Telephone Company has been

asked to put into statewide practice the

listing of M.D. after the name of a

doctor of medicine in the white section

of the directory. The yellow section

will continue to carry the heading

PHYSICIANS & SURGEONS, M.D.

Specialty listings, according to the

Council of the State Medical Society

are permitted only on the basis of spe-

cialty classifications as listed in the So-

ciety’s official Roster. If any member
is not listed correctly in the Roster he

should contact the Executive Office

promptly, and submit data for the

Committee on Public Policy and Rela-

tions indicating that he limits 80% or

more of his practice to one specialty

field.

In metropolitan Rhode Island the

listing of a physician in a telephone

directory in an area other than the

district in which he has his office and

practices calls for review and decision

by his local medical society. Each of

the district societies has been asked by

the Council of the state society to give

this issue consideration in the coming

months, and to submit recommenda-

tions from which a statewide policy in

the matter may possibly be established.
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PROFESSIONAL COURTESY

The custom of professional courtesy

embodies the ancient tradition of fra-

ternalism among physicians in the art

which they share, and their mutual

concern to apply their learning for the

benefit of one another as well as their

patients. The Judicial Council reaffirms

and endorses the principle of profes-

sional courtesy as a noble tradition that

is adaptable to the changing scene of

medical practice.

Professional courtesy is not a rule of

conduct that is to be enforced under

threat of penalty of any kind. It is the

individual responsibility of the physi-

cian to determine for himself and with-

in his own conscience to whom and the

extent to which he shall allow a dis-

count from his usual and customary

fees for the professional services he

renders, and to whom he shall render

such services without charge as a pro-

fessional courtesy.

The following guidelines are offered

as suggestions to aid physicians in re-

solving questions related to professional

courtesy.

(1) Where professional courtesy is of-

fered by a physician but the recipi-

ent of services insists upon pay-

ment, the physician need not be

embarrassed to accept a fee for

his services.

(2) Professional courtesy is a tradition

that applies solely to the relation-

ship that exists among physicians.

If a physician or his dependents

have insurance providing benefits

for medical or surgical care, a phy-

cian who renders such service may
accept the insurance benefits with-

out violating the traditional ethical

practice of physicians caring for

the medical needs of colleagues

and their dependents without

charge.

(3) In the situation where a physician

is called upon to render services

to other physicians or their imme-

diate families with such frequen-

cy as to involve a significant pro-

portion of his professional time,

or in cases of long-term extended

treatment, fees may be charged on

an adjusted basis so as not to im-

pose an unreasonable burden upon

the physician rendering services.

(4) Professional courtesy should al-

ways be extended without qualifi-

cation to the physician in financial

hardship, and members of his im-

mediate family who are dependent

upon him.

. . . Adopted by the Judicial Council

American Medical Association

June 17, 1967
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RHODE ISLAND MEDICAID FACTS

(ABRIDGED — For details and possible changes, checf{ your State agency)

WHO ARE ELIGIBLE
Residents of the State who need medical care and

cannot pay for all or part of it. This includes people

eligible to receive public assistance under the various

programs for the aged, blind, disabled, and families

with dependent children (to age 21) as well as the

“medically needy”— persons whose age, disability, or

dependent status is comparable to these groups but

whose income exceeds the State’s standards of main-

tenance.

ANNUAL INCOME LEVELS SET SET FOR
“MEDICALLY NEEDY”:

For a single person $2,500

For two people 3,500

For a family of four 4,300

(These are defined as available incomes needed for

maintenance after payments for medical care or medi-

cal insurance. Liquid resources, in amounts specified by

the State, are permitted.)

MEDICAL CARE PROVIDED

Inpatient hospital services

#Outpatient hospital services

Other laboratory and X-ray services

**Skilled nursing home services

Physicians’ services

#Other practitioners’ services

Dental services

# *Pharmaceutical services

Visiting nurse services

Clinic services

Prosthetic appliances— limited to surgical

Transportation, ambulance service only

*Optometric services

#Not available for “medically needy”
##Limitations for “medically needy”

MEDICAL NEED IS RELATIVE. If you have a patient

with very limited income and very high medical expenses,

he may be eligible for payment of at least part of his medi

cal costs by the MEDICAID Program.

. . . Issued by the U. S. Department of Health, Education, and Welfare

1968 ANNUAL MEETING

The Committee on Scientific An array of outstanding clinicians

Work has nearly completed the will present a wide range of clinical

scientific program for the Annual subjects at the all day Wednesday

Meeting to be held at the Sheraton- session, and heading the visiting

Biltmore next MAY 7 and 8, ac- guests will be Dr. Michael De
cording to Dr. A. A. Savastano, Bakey, professor of surgery at Bay-

chairman. lor University in Texas, Dr. James

L. Goddard, Commissioner of the

Dr. Milton Helpern, chief medi- U. S. Food and Drug Administra-

cal examiner of New York City, will tion, Dr. Ali A. Khalili, chief of

be the Chapin orator, and will ad- physical medicine at the Rehabili-

dress the Society at the convocation tation Institute of Chicago, Dr. John

session the evening of Tuesday, May Rock, of Boston and Dr. Milford

7. Rouse, AMA president.



DORSEY "FLU-GRAM”

DON'T BE LULLED BY RELATIVE LACK OF FLU LAST WINTER. THIS

WINTER BE PREPARED: WHEN THE COMPLAINTS ARE COUGH AND

CONGESTION, YOU CAN RELIEVE THESE SYMPTOMS WITH TUSSAGESIC

TABLETS. ONE TIMED-RELEASE TABLET AT MORNING, MIDAFTERNOON

AND BEDTIME BRINGS UP TO 24 HOURS' RELIEF FROM TROUBLESOME

COUGH AND STUFFED AND RUNNY NOSE. TUSSAGESIC IS THE FAMOUS

TRIAMINIC FORMULA, PLUS THREE OTHER PROVED CONSTITUENTS.

MAKES PATIENTS MORE COMFORTABLE. FAST. ASK YOUR DORSEY

REPRESENTATIVE FOR SUPPLY OF STARTER SAMPLES, OR IF FLU IS

ALREADY EPIDEMIC, PHONE COLLECT. SEE BELOW.

each

Tussagesic
timed-release tablet contains:

Triaminic" 50 mg.

(phenylpropanolamine hydrochloride 25 mg., pheniramine

maleate 12.5 mg., pyrilamine maleate 12.5 mg.)

Dextromethorphan hydrobromide 30 mg.
Terpin hydrate 180 mg.

Acetaminophen 325 mg.

Dosage : Adults— 1 tablet, swallowed whole to preserve timed-

release feature, in morning, midafternoon and at bedtime. Side

effects : Occasional drowsiness, blurred vision, cardiac palpita-

tions, flushing, dizziness, nervousness or gastrointestinal up-

sets. Precautions : The patient should be advised not to drive a

car or operate dangerous machinery if drowsiness occurs. Use

with caution in patients with hypertension, heart disease, dia-

betes or thyrotoxicosis.

DORSEY LABORATORIES

a division of The Wander Company

Lincoln, Nebraska 68501

clip and file under “flu”

For relief of '‘flu-like" symptoms
Tussagesic timed-release tablets

PHONE COLLECT
For emergency starter samples

to Keith Sehnert, M.D.

Medical Director

(402) 434-6311

Fast delivery by your Dorsey

Representative

L



Tears
without
grief--

dc( cc i

fifciw 1

0

Hr » Mi

\ CryiiQ^Sp611«i-p9j'chic tension

with depressive symptoms ?

“I don’t know what’s the matter

with me lately... I cry and I cry...

and I really don’t know why I do.’’

A woman often is not conscious of the real

reasons for her crying spells or refuses to

admit them to herself. On probing, you

may find that frequent weeping, like in-

somnia or neurotic fatigue, often is an expression of psychic

tension. She needs sympathy and reassurance, and perhaps a

calming agent to help her over her crisis. Consider prescribing

Valium (diazepam) for her. It usually reestablishes calmness

promptly. Crying spells and other secondary depressive symp-

toms normally subside as the tension is relieved. \bur patient

then can cope more JF*5 9
easily with stresses

”
to which she is sub-

jected. Valium (diaz-

epam) is generally I \ V V

on proper mainte-

usu-

ally does not impair

mental acuity or

ability to function. If side effects such as ataxia and drowsiness

occur, they usually disappear with dosage adjustment.

Before prescribing, please consult complete product informa-

tion, a summary of which follows:

Contraindications: Infants, patients with history of convul-

sive disorders, glaucoma or known hypersensitivity to drug.

Warning: Not of value in the treatment of psychotic patients,

and should not be employed
in lieu of appropriate

treatment.

Precautions: Limit

dosage to smallest

effective amount in

elderly or debili-

tated patients (not

more than 1 mg,
one or two times

daily initially) to

preclude ataxia or

oversedation, in-

creasing gradually as

needed or tolerated. As is true of all CNS-acting drugs, un

correct maintenance dosage is established, advise patier !

against possibly hazardous procedures requiring complete me
tal alertness or physical coordination. Driving during thera

not recommended. In general, concurrent use with other psycl

tropic agents is not recommended. If such combination thera -i

is used, carefully consider individual pharmacologic effect:

particularly with known compounds which may potentiate

tion of Valium (diazepam), such as phenothiazines, barbiturat

MAO inhibitors and other antidepressants. Advise patiei;

against simultaneous ingestion of alcohol or other CNS depr-,

sants. Safe use in pregnancy not established. Employ usi 1

precautions in treatment of anxiety

states with evidence of impending

depression; suicidal tendencies

may be present and protective

measures necessary. Observe

usual precautions in impaired

renal or hepatic function.

Periodic blood counts and liver

function tests advisable in long-

term use. Cease therapy gradually

Side Effects: Side effects (usu-

ally dose-related) are fatigue,

drowsiness and

ataxia. Also

reported: mild

nausea, dizziness,

blurred vision, di-

plopia, headache, in

continence, slurred

speech, tremor and skin

rash; paradoxical reac-

tions (excitement, de-

pression, stimulation,

sleep disturbances, acute

hyperexcited states, hallu-

cinations); changes in EEG
patterns during and after

drug treatment. Abrupt
cessation after prolonged

overdosage may produce

withdrawal symptoms (con-

vulsions, tremor, abdominal

and muscle cramps, vomiting,

sweating) similar to those seen

with barbiturates, meprobamate
and chlordiazepoxide HC1.

Dosage: Adults: Mild to moderate psychoneurotic reaction 2

to 5 mg b.i.d. or t.i.d.; severe psychoneurotic reactions, 5 tcO

mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first!!

hours, then 5 mg t.i.d. or q.i.d. as needed; muscle spasm wh
cerebral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriaic

-patients: 1 or 2 mg/ day initially, increase gradually as nee:d

and tolerated. (See Precautions.)

Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 ij;

bottles of 50 and 500.

Roche Laboratories, Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110
r

Valium
(diazepam) Roche®

usefulfor the relief of

-psychic tension with associated

depressive symptoms
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Among the adjuncts to the physician’s skill

Darvon® Compound-65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

Additional information available to the medical profession upon request.

ELI LILLY AND COMPANY. INDIANAPOLIS, INDIANA 46206



Dilantin
(diphenylhydantoin)
PARKE-DAVIS

In untold thousands of

epileptic patients...

Dilantin has been, and

continues to be, the

bedrock of therapy.

DILANTIN is useful in the treatment of grand mal
epilepsy and certain other convulsive states. Its

use will prevent or greatly reduce the incidence

and severity of convulsive seizures in a substan-

tial percentage of epileptic patients, without the

hypnotic and narcotizing effects of many anti-

convulsant drugs.

PRECAUTIONS: Periodic examination of the blood

is advisable. Nystagmus in combination with diplo-

pia and ataxia indicates dosage should be re-

duced. The possibility of toxic effects during

pregnancy has not been explored. ADVERSE
REACTIONS: Allergic phenomena such as poly-

arthropathy, fever, skin eruptions, and acute gen-
eralized morbilliform eruptions with or without

fever. Rarely, dermatitis goes on to exfoliation with

hepatitis, and further dosage is contraindicated.

Gingival hypertrophy, hirsutism, and excessive

motor activity are occasionally encountered. Dur-

ing initial treatment, side effects may include gas-

tric distress, nausea, weight loss, nervousness,

sleeplessness, feeling of unsteadiness. Macrocy-
tosis, megaloblastic anemia, leukopenia, granulo-

cytopenia, thrombocytopenia, pancytopenia,

agranulocytosis, and aplastic anemia have been
reported. Nystagmus, lymphadenopathy, lupus

erythematosus, erythema multiforme (Stevens-

Johnson syndrome), and a syndrome resembling

infectious mononucleosis with jaundice have occurred.

DILANTIN is supplied in several forms including

Kapseals® containing 0.1 Gm. and 0.03 Gm.
diphenylhydantoin sodium.

Parke, Davis & Company, Detroit, Michigan 48232

The color combinations of the banded capsules are

Parke-Davis trademarks. The orange-banded white capsule
identifies Parke-Davis 0.1 Gm. diphenylhydantoin sodium;
the pink-banded white capsule 0.03 Gm. diphenylhydantoin sodium.

PARKE-DAVIS
015R67



to help restore and stabilize

the intestinal flora

for fever blisters and canker
sores of herpetic origin

LACTINEX contains both Lactobacillus acid-

ophilus and L. bulgaricus in a standardized viable

culture, with the naturally occurring metabolic

products produced by these organisms.

First introduced to help restore the flora of

the intestinal tract in infants and adults
,

lr 2,3,4

LACTINEX has also been shown to be useful in the

treatment of fever blisters and canker sores of

herpetic origin .

5, 6,7,8

No untoward side effects have been reported to

date.

Literature on indications and dosage available on
request.
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three-way
choice

for investors
Check these time-and-worry-saving services offered by Rhode Island Hospital Trust Company
. . . We've never met a “typical investment owner." So, to fit the diverse requirements of the

men and women we do meet, our Trust Department has developed three distinct services,

adaptable to your particular needs.

CUSTODY is the simplest. We pro-

vide safekeeping for your securi-

ties . . . handle your buy and sell

orders . . . collect and remit in-

come as you direct.

We maintain detailed records and

remind you of important dead-

lines—for conversion or the exer-

cise of stock rights, for instance.

INVESTMENT MANAGEMENT
SERVICE gives you all the advan-

tages of Custody—plus impartial,

independent investment recom-

mendations.

When you open your Account, we
review your holdings with particu-

lar attention to your goals and

circumstances. Regularly there-

after, we submit recommenda-
tions to buy, hold or sell. The final

decisions, however, are left to you.

A LIVING TRUST provides contin-

uing management—for your own
benefit now—for one or more de-

pendents after your death.

You can create a Living Trust,

which, to start with, functions just

like an Investment Management
Account— you'd have the final

"say" on investment decisions. Or,

you could turn the decision-mak-

ing over to us but retain the right

to revoke or amend the trust

agreement.

cm

You can also arrange to have life

insurance proceeds, pension ben-

efits and estate assets paid to your

Living Trust— to be managed
along with your securities for the

benefit of your dependents.

Rhode Island
Hospital Trust
Company

The annual cost of each service is modest— and usually tax deductible

Which service is best for you? A chat with one of our trust officers can give

you the answers For an appointment contact the Trust Department, 15

Westminster Street, Providence, 521-6700.
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“George wants to know if it’s okay to take his cold

medicine now, Doctor, instead of seven o’clock?”



The long-continued action of Novahistine LP
should help you both get a good night's sleep.

Two tablets in the morning and two in the evening

will usually provide round-the-clock relief by help

ing clear congested air passages for freer breathing

Novahistine LP also helps restore normal mucus

secretion and ciliary activity— normal physiologic

defenses against infection of the respiratory tract

Use cautiously in individuals with severe hyper

tension, diabetes mellitus, hyperthyroidism or

urinary retention. Caution ambulatory patients that

drowsiness may result. Each Novahistine LP tablet

contains: phenylephrine hydrochloride, 25 mg., and

chlorpheniramine maleate, 4 mg.

NOVAHISTINE
6

IP

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis
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BOOK REVIEWS

THE PEDIATRICIAN’S OPHTHALMOLOGY.
A Collaborative Effort of Several Authors. Edited

by Sumner D. Liebman, M.D. and Sydney S.

Gellis, M.D. The C. V. Mosby Company, Saint

Louis, 1966. $19.50

In recent years there has been a distinct trend

towards the development of the subspecialty of

pediatric ophthalmology. The “Journal of Pediatric

Ophthalmology
-

’ is well established and seems a

permanent fixture, and several other textbooks de-

voted to pediatric ophthalmology have appeared

recently. The present book under review has been

written by some twenty collaborators. It is an

extremely well prepared text, marked by outstand-

ing illustrations. It covers the field of ophthalmol-

ogy well from a pediatric standpoint, sometimes

in more detail than a pediatrician would desire.

Outstanding chapters are on external diseases by

Allen, neuro-ophthalmology in children by Don-

aldson and Walsh, and strabismus by Costenbader.

As in most multi-author texts, there is some un-

evenness in the calibre of presentation and some

confusion in points of view. For example, on page

53, Doctor Marshall Parks emphasizes the impor-

tance of testing for ocular dominance in reading

problems. On page 277. Doctor John Money states

that sighting tests of ocular dominance are really

irrelevant and that the incidence of mixed lateral

dominance is no higher in children with reading

disability than in the control group of proficient

readers.

Certainly this is a well worthwhile textbook to

serve primarily as a reference for the pediatrician

who is interested in ophthalmological problems, and

for the ophthalmologist who is frequently con-

fronted with pediatric patients.

Joseph L. Dowling, jr., m.d.

TO ENJOY MARRIAGE by W. W. Bauer, M.D.
and Florence Marvyne Bauer. Doubleday &
Company, Inc., Garden City, New York, 1967.

$4.50

Doctor and Mrs. W. W. Bauer’s book “to Enjoy

Marriage” can be used as a good check-list of the

many and varied problems encountered by those

considering marriage, as well as for those already

married.

The book contains stimulating thoughts on the

institution of marriage, thoughts that, if possibly

actuated, could put marriage on an enjoyable basis.

The subject of marriage has been treated from many
points of view by those considered experts on the

matter. However, in the succinct treatment given

it in this small volume, the Bauers present and

discuss problems in marriage in a clear and prac-

tical manner. They deal with the various situations

without overstated pretenses and without going

into dissertations.

The chapter “Oh Money, Money” is the longest.

Several cases are cited concerning financial prob-

lems and they are the most commonly met types.

The chapter “Understanding Sex” is of utmost cla-

rity for the uninformed as well as for those al-

ready married.

On the whole, “To Enjoy Marriage” makes for

delightful easy reading.

Phyllis A. Meola, m.d,

SYNOPSIS OF NEUROLOGY by Francis M.
Forster, M.D. Second Edition. The C. V. Mosby
Company, Saint Louis, 1966. $7.50

In the pressing quest of medical knowledge by
the practitioner of medicine, there is great appeal

of a short book which promises to be a synopsis of

a large and complicated medical specialty. Synop-

ses of various specialties are available in many
areas of medical knowledge. There is an attempt

to present the essence of a subject without a myri-

ad of extra details so that an area of knowledge

can be explored and understood in a short time.

However it is these extra details which frequently

give the depth of understanding which makes the

essence more meaningful and retainable.

As detailed in its preface, this book is aimed at

the medical student but may also be used as a re-

fresher for the practicing physician and by those

in paramedical fields. It is written by the Professor

and Chairman, Department of Neurology, Univer-

sity of Wisconsin School of Medicine.

It is logically arranged, starting with the evalua-

tion of the neurologic patient by history, neurologic

examination, and diagnostic tests and extending in

a fairly complete though at times somewhat super-

ficial manner to define and describe the various

groups of neurologic disease entities. The se include

vascular disease, epilepsy, the dyskinesias, the de-

mvelinating diseases, diseases of muscle, degenera-

tive disorders, and infections and tumors of the

nervous system. These entities are further divided:

(Continued on Page 742)



Diagnosis:

cystitis?

pyelonephritis?

pyelitis?

urethritis?

prostatitis?

in any case,

usually gram-negative*

Therapy:

two 500 mg. Caplets® q.i.d.
(initial adult dose)

itions: Urinary tract infections caused by gram-negative and some gram-
me organisms.

sffects: Mainly mild, transient gastrointestinal disturbances; in

ional instances, drowsiness, fatigue, pruritus, rash, urticaria, mild

jphilia, reversible subjective visual disturbances (overbrightness of

,
change in visual color perception, difficulty in focusing, decrease in

acuity and double vision), and reversible photosensitivity reactions,

d overdosage, coupled with certain predisposing factors, has produced
:onvulsions in a few patients.

utions: As with all new drugs, blood and liver function tests are advis-

luring prolonged treatment. Pending further experience, like most
therapeutic agents, this drug should not be given in the first trimester

gnancy. It must be used cautiously in patients with liver disease or
i impairment of kidney function. Because photosensitivity reactions have
red in a small number of cases, patients should be cautioned to avoid
essary exposure to direct sunlight while receiving NegGram, and if a
on occurs, therapy should be discontinued. The dosage recommended
ults and children should not arbitrarily be doubled unless under the
il supervision of a physician. Bacterial resistance may develop.

testing the urine for glucose in patients receiving NegGram, Clinistix®
nt Strips or Tes-Tape® should be used since other reagents give a
oositive reaction.

e: Adults: Four Cm. dally by mouth (2 Caplets® of 500 mg. four times
for one to two weeks. Thereafter, if prolonged treatment Is indicated,

sage may be reduced to two Gm. dally. Children may be given
dmately 25 mg. per pound of body weight per day, administered in

d doses. The dosage recommended above for adults and children
I not arbitrarily be doubled unless under the careful supervision of a
:ian. Until further experience is gained, Infants under 1 month
I not be treated with the drug.

upplied: Buff-colored, scored Caplets® of 500 mg. for adults, conve-
/ available in bottles of 56 (sufficient for one full week of therapy) and in

s of 1000. 250 mg. for children, available in bottles of 56 and 1000.

tnces: (1) Based on 23 clinical papers, 1512 cases. Bibliography on
3t. (2) Bush, I. M., Orkin, L. A., and Winter, J. W., in Sylvester, J. C.:
icrobial Agents and Chemotherapy — 1964, Ann Arbor, American
:y for Microbiology, 1965, p. 722.

HJ
ihrop Laboratories, New York, N. Y. 10016

nalidixic acid
a specific anti-gram-negative

eradicates most urinary

tract infections...

• Low incidence of untoward effects; no fungal

overgrowth, crystal I u ria, ototoxic or nephrotoxic
effects have been observed.

• “Excellent” or “good” response reported in

more than 2 out of 3 patients with either chronic
or acute gram-negative infections. 1

*As many as 9 out of 10 urinary tract infections are now caused
by gram-negative organisms: E. coli, Klebsiella, Aerobacter,
Proteus, Paracolon or Pseudomonas 2

. . . However, infections of the

urethra and prostate caused by non-gonococcal gram-negative
organisms are believed to be less prevalent.
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THE WASHINGTON SCENE

A Summary Report Prepared by the Washington Office

of the American Medical Association

The American Medical Association urged that

Congress precisely define “public health services”

to prevent the so-called “Partnership in Health”

legislation being used as authority for unlimited

expansion of government medicine.

In a letter to Chairman Lister Hill (D.-Ala.) of

the Senate Committee on Labor and Public Wel-

fare, Dr. F. J. L. Blasingame, executive vice presi-

dent of the AMA, said:

“We are especially concerned with a lack of de-

finition with respect to comprehensive public health

services. Neither ‘comprehensive’ nor ‘public health

services’ is defined in the law or the bill. While we

recognize there is supportable advantage in remov-

ing strict categorization of grant funds, we are

concerned that the categorical identification hav-

ing been removed, there will no longer be any limi-

tation on the health care which may be provided.

Indeed, from testimony on this legislation by gov-

ernment officials, it would appear that our concern

is justified. Is it the intent that the Congress is

authorizing a program of individual treatment for

unidentified patients for unspecified conditions for

unlimited services ? It is clear that the lack of defi-

nition of ‘public health services’ is, in effect, an

invitation from Congress to unlimited expansion of

‘public health’ beyond its traditional role in the

community.

“The AMA has supported, and continues to sup-

port the furnishing of public health services. We
have also supported flexibility of operation within

the state and local health departments as an effec-

tive tool for community health. We feel, however,

that the distinction between the public and private

health sectors should be delineated ... in more pos-

itive terms than the mere prohibition against in-

terference with the existing patterns of private

professional practice. . . . Accordingly, the Associa-

ton finds itself unable to support this portion of

the legislation providing for an undefined program

of comprehensive public health services.”

The AMA also opposed a provision for federal

licensure of clinical laboratories cn the ground that

licensing of such facilities traditionally has been

a state matter.

“We believe that federal licensure of these facil-

ities would establish an undesirable precedent,” Dr.

Blasingame said.

* * *

The controversy over generic vs. brand name

drugs was aired at hearings of the Senate Finance

Committee and the Senate Small Business Monop-

oly Subcommittee.

Chairman Russell B. Long, (D.,La.) of the Fi-

nance Committee planned to offer an amendment

to the Social Security bill, which includes medicare

and medicaid changes, to put the emphasis on ge-

neric drugs in government medical programs. The
monopoly subcommittee, headed by Sen. Gaylord

Nelson (D.,Wis.), was investigating drug pricing

policies with the same objective as Long’s proposal.

Long’s proposal included the creation of a fed-

eral panel to select the highest quality but lowest

cost prescription drugs for which patients would

be reimbursed under government medical programs.

Both the Food and Drug Administration and the

drug industry opposed establishment of such a

committee and national formulary of drugs.

FDA Commissioner James Goddard, M.D., said

it would result in “an encroachment on the prac-

tice of medicine in such a way that I believe the

physicians of this country would rise up in wrath.”

He also said:

“In essence the bill would impose upon the for-

mulary committee the duty of evaluating every

prescription drug used in medical practice today —
more than 5,000 — and of providing a formulary

of the drugs of choice. I would have to exclude

drugs deemed unnecessary, therapeutically dupli-

cative, or of unacceptable quality. The enormity of

such a task should be borne in mind.”

(Continued on Page 735)



Night Leg Cramps . . . Unwelcome Bedfellow

In Diabetes! Arthritis! and Peripheral Vascular Disorders
2

now ... specific therapy for night leg cramps

auiimamm
Consistently effective, QUINAMM provided com-

plete relief in 94% of 200 patients studied, many of

whom were severe cases refractory to other medica-

tion.3 Your prescription for one tablet at bedtime

often controls painful night cramps with the initial

dose . . . helps restore restful sleep.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON MERREIL INC

PHILADELPHIA. PENNSYLVANIA 19144

Prescribing Information: Composition: Each white, bev-
eled, compressed tablet contains: Quinine Sulfate 260 mg.
and Aminophylline 195 mg. Contraindication: QUINAMM
is contraindicated in pregnancy because of its quinine con-

tent. Precautions: Aminophylline may produce intestinal

cramps in some instances, and quinine may produce symp-
toms of cinchonism, such as tinnitus, dizziness, and gastro-
intestinal disturbance. Discontinue use if ringing in the ears,

deafness, skin rash, or visual disturbances occur. Dosage:
One tablet upon retiring. Where necessary, dosage may be
increased to one tablet following the evening meal and one
tablet upon retiring. Supplied: Bottles of 100 and 500 tablets.

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953.
2. Perchuk, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W.,
et al.: Med. Times, 87:818, 1959. 6/67 Q-706A
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Ilosone® provides more antibacterial activity

than any other oral erythromycin

Acid stable, better absorbed . . . Ilosone

produces faster, higher, more prolonged

blood levels, even in the presence of food 13

Because it is the most active form of oral

erythromycin, Ilosone can help assure

consistently greater antibacterial activity

at the site of infection. Ilosone produces

peak-antibacterial blood levels two to four

times those of other erythromycin

preparations .
12 Not only are these levels

attained earlier, but they are maintained

for much longer periods. Even the

presence of food does not seem to affect

the activity of Ilosone .
1 -3

In the treatment of patients with bacterial

infections susceptible to erythromycin,

Ilosone has compiled an excellent

therapeutic record. Since it exerts its

greatest activity against gram-positive

organisms, it is particularly useful in

common respiratory and soft-tissue

bacterial infections. Ilosone kills—not

merely inhibits—streptococci,

pneumococci, and more strains of

staphylococci than any other macrolide

antibiotic. This bactericidal action,

coupled with the high antibacterial levels

attained, makes Ilosone especially valuable

in patients with low host resistance, such

as infants, debilitated individuals, and
diabetics.

Ilosone has shown no cross-resistance with

penicillin and may be effective against

organisms that have become resistant to

that agent. Despite its high antibacterial

activity, Ilosone has demonstrated a low

incidence of side reactions. Blood

dyscrasias, ototoxicity, and tooth staining

have not been observed. Infrequent

cases of drug idiosyncrasy, manifested by
a cholestatic jaundice, have occurred,

but there have been no known definite

residual effects.

Now available:
New! Ready-mixed Ilosone Liquid 125!
(Contains erythromycin estolate equiva-

lent to 125 mg. erythromycin base per

5-cc. teaspoonful.)

-W"1 701464

Ilosone S
Erythromycin Estolate

(See next page for prescribing information.)



Ilosone/the most active oral form of erythromycin

Description: Ilosone is the most active form of

oral erythromycin that has been developed. Be-

cause it is stable in acid, well absorbed, and
excreted in lesser amounts in the bile, it pro-

vides faster, higher, and longer-lasting levels of

antibacterial activity (ABA) in the serum, even

when taken with food, than do comparable doses

of erythromycin.

Indications: Ilosone is indicated in infections

caused by micro-organisms sensitive to its ac-

tion—especially staphylococci, hemolytic strep-

tococci, and pneumococci.

It has been effective in streptococcus infec-

tions, particularly acute bacterial pharyngitis

and tonsillitis; staphylococcus disease, includ-

ing soft-tissue infections, furunculosis, ab-

scesses, cellulitis, carbuncles, and wound
infections; pneumococcus pneumonia and acute

bronchitis with pneumococci on culture, bron-

chopneumonia, and otitis media.

In serious staphylococcus infections, eryth-

romycin preparations should be used only in

combination therapy with other antimicrobial

agents; surgical procedures should be per-

formed when indicated, and large doses of the

antimicrobial agents should be employed.

Penicillin is the drug of choice for syphilis and
gonorrhea, but Ilosone in multiple 500-mg. doses

has been useful in patients with a history of

penicillin allergy. Also, other infections due to

susceptible bacteria in patients hypersensitive

to penicillin or other antibiotics may be con-

sidered for treatment with Ilosone.

Contraindications: Known history of sensitiv-

ity to this drug; preexisting liver disease or

dysfunction.

Adverse Reactions: Hepatic dysfunction with
or without clinical jaundice has been reported

infrequently. Changes in liver function tests

indicative of intrahepatic cholestasis appear to

be the result of individual idiosyncrasy. Find-

ings subsided when treatment was discontinued.

Occasionally, symptoms simulated extrahepatic

obstructive jaundice or the colic of biliary tract

disease.

When jaundice appeared to be related to use

of the drug, laboratory findings were character-

ized by increased direct-reacting bilirubin, ele-

vated alkaline phosphatase levels, negative or

weakly positive cephalin flocculation and thymol
turbidity tests, elevated serum glutamic oxala-

cetic transaminase levels, peripheral eosino-

philia, and normal cholecystograms.

Gastro-intestinal disturbances not associated

with hepatic effects and occasional allergic

manifestations (urticaria, skin eruptions, and,
rarely, anaphylaxis) have been reported. The
normal intestinal gram-negative bacterial flora

is not appreciably altered by erythromycin
drugs.

Administration and Dosage: Ilosone is admin-
istered orally.

Infants and children under twenty-five
pounds, 5 mg. per pound every six hours;
twenty-five to fifty pounds, 125 mg. every six

hours. Adults and children over fifty pounds,
250 mg. every six hours.

For severe infections, double the dosage.

When larger doses are indicated, consider par-

enteral erythromycin therapy. In beta-hemolytic

streptococcus infections, maintain treatment
for ten days to prevent rheumatic fever or

glomerulonephritis.

In syphilis, a total of 20 to 30 Gm. is admin-
istered in divided doses for ten to fifteen days.

Close follow-up is necessary since erythromycin
drugs have not had adequate evaluation in all

stages of syphilis. Examination of spinal fluid

is recommended during follow-up.

In gonorrhea, the dosage is 500 mg. four

times a day for four days. Patients with a sus-

pected lesion of syphilis should have a dark-field

examination before receiving antibiotics and
monthly serologic tests for three months. For
detailed information, consult the package
literature.

How Supplied: Pulvules® Ilosone, Capsules,

N.F., 125 mg.* and 250 mg.*
Ilosone Liquid 125, Oral Suspension, U.S.P.,

125 mg.* per 5-cc. teaspoonful.

Ilosone, 125, for Oral Suspension, N.F., 125

mg.* per 5-cc. teaspoonful.

Ilosone Drops, 5 mg.* per drop.

Tablets Ilosone Chewable, N.F., 125 mg.*

*Base equivalent. [080967]

References: 1. Griffith, R. S., and Black, H. R. : Am. J. M. Sc.,

21*7: 69, 1964. 2. Griffith, R. S., and Black. H. R. : Antibiotics &
Chemother.. 12: 398, 1962. 3. Hirsch. H. A., Pryles, C. V„ and
Finland, M.: Am. J. M. Sc., 239: 198, 1960.

Additional information available to

physicians upon request. Eli Lilly and
Company

,
Indianapolis

,
Indiana

1,6206 .

Sfieey

701464
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THE WASHINGTON SCENE
(Continued from Page 734)

C. Joseph Stetler, president of the Pharmaceuti-

cal Manufacturers Association, joined Goddard and

John W. Gardner. Secretary of Health, Education

and Welfare, in urging that action on the matter

be postponed until a report is made on a special

study being conducted by HEW. The report is due

Dec. 1.

Stetler said the drug industry recognizes the gov-

ernment’s responsibility to control federal expen-

diture in its drug purchase programs. But, he said,

Long's proposal would put such a low ceiling on

drug prices that it would “jeopardize the ability

of quality research-oriented pharmaceutical com-

panies to perform effectively.”

“The health of all of us and of future genera-

tions is dependent on the continued growth and

vitality of a progressive and successful pharmaceu-

tical industry,” he said.

* *

No other national health problem has been so

seriously neglected as alcoholism, according to John

W. Gardner, Secretary of Health, Education and

Welfare.

“The atmosphere of moral disapproval surround-

ing the entire subject, and the deplorable custom

of treating alcoholics as sinners or criminals have

obscured the nature of the problem,” Gardner said

in connection with a report issued by the National

Institute of Mental Health.

The NIMH report, titled “Alcohol and Alcohol-

ism,” reviews present knowledge of alcohol, the na-

ture and extent of drinking problems; the identi-

fication, treatment and prevention of alcoholism,

and the status of current research.

Although alcoholism obviously does not occur

without alcohol, the report states that “alcohol can

no more be considered the sole cause of alcoholism

than marriage can be considered the sole cause of

divorce, or the tubercle bacillus the sole cause of

tuberculosis.”

On the treatment of alcoholism, the report says:

“In the past, alcoholics have been admonished,

scolded, denounced, jailed, beaten, ducked, lashed,

and threatened with eternal damnation. There is

no evidence that any of these measures has had
significant therapeutic value for more than an oc-

casional alcoholic. Available evidence seems to dem-
onstrate that long-lasting results can be achieved

primarily bv a technique known generally as psy-

chotherapy.”

* * *

The federal government is planning on increas-

735

ing the monthly medicare insurance rate for phy-

sicans’ services for next year and 1969.

The present rate is $3 a month. The medicare

law designated Oct. 1 as the deadline for setting

the rate for 1968 and 1969 but Congress approved

legislations postponing the announcement until

Dec. 31.

John W. Gardner, Secretary of Health, Educa-

tion and Welfare disclosed a possible increase from

$3 to $4 in a letter to Sen. John J. Williams, Del.,

ranking GOP member of the Senate Finance Com-
mittee.

The monthly premium is paid by persons 65 and

older who elected to get benefits under Part B of

the medicare program providing physician services.

“I would promulgate a rate of $3.80 for the two-

year period of 1968 and 1969, 25 cents of the in-

crease being based upon our evaluation of the ex-

tent to which we believe the premium rate was

below the actual cost for 1966-67 and 55 cents be-

ing the estimated additional cost to be expected

from an estimated increase in utilization and in

physicians’ fees,” Gardner said.

IN THE EDITOR S MAILBOX
September 6, 1967

To the Editor:

I would like to congratulate you on your edi-

torial in the August 1967 issue of the Rhode Is-

land Medical Journal discussing the Strickman

filter and Columbia University.

You have put your finger on the crux of the

problem relating to the feasibility of the develop-

ment of any successful cigarette. A successful filter

must completely remove the aliphatic hydrocarbons

and nicotine that provide the taste and lift the

smoker appreciates. These are the very things that

cause chronic bronchitis and lung cancer. How-
ever, if they were successfully removed, the ha-

bitue might just as well chew on chalk.

Short of the achievement of the ultimate filter

which removes all smoke from the cigarette, the

smoker must compromise between pleasure and just

how much insult to the lung he is willing to take.

Herbert P. Constantine, m.d.

Associate Director

Pulmonary Division

Rhode Island Hospital

(See in this issue article on The Phytician and
the Cigarette (Page 753), as well as editorial on

Page 775).

The Editor



Maybe you don’t want
your patients to haive Hygroton®Chiorthaiidone.



lybe your patients complain:
iy don’t they make a tablet I don’t have to halve?

e see brief prescribing summary at the end of advertisement.



Maybe you abandoned Hygroton chlorthalidone

because there wasn’t a convenient half strength.



Here’s the Hygroton
they don’t

have to halve

New Hygroton 50 mg
from Geigy

to go with

the Hygroton 100 mg.
you know



When the
agitated geriatric
disrupts the
home...

His teen-age
granddaughter
won’t invite

friends

home
because
of his Ij
outbursts!?

for moderate to severe anxiety

Mellaril
(thioridazine)
25 mg. t.i.d. *

SANDOZ



His slovenly room
and habits create
^ more tension.

meal a nightmare

^ His daughter
can’t please him.

There is "just no
living with him.”

* His disturbances at

the table make every



When the agitated geriatric

disrupts the home...

Anxiety that seriously interferes with the

individual’s performance at work, at

home, or in the community may be re-

garded as moderate to severe in degree.

Mellaril often recommends itself to the

treatment of moderate to severe anxiety

because it

• helps control the most frequent symp-

toms: marked tension, agitation, appre-

hension, restlessness, hypermotility

• often alleviates anxiety- induced so-

matic complaints

• frequently helps strengthen emotional

resources

• helps the patient maintain realistic

contact with environment, closer har-

mony with family

Thus, when you consider the anxiety

moderate to severe . . . consider Mellaril.

Contraindications: Severely depressed or

comatose states from any cause, and in

association with or following MAO inhibi-

tors: severe hypertensive or hypotensive

heart disease.

Precautions: Hypersensitivity reactions
(e.g., leukopenia, agranulocytosis) and
convulsive seizures are infrequent. Pig-

mentary retinopathy has been observed
where doses in excess of those recom-
mended were used for long periods of

time. May potentiate central nervous
system depressants, atropine, and phos-

phorus insecticides. Where complete men-
tal alertness is required, administer the

drug cautiously and increase dosage grad-

ually. In addition, orthostatic hypotension
(especially in female patients) has been
observed. Epinephrine should be avoided
in treatment of drug-induced hypotension.

Side Effects: Pseudoparkinsonism and
other extrapyramidal disorders are infre-

quent; drowsiness, especially in high
doses early in treatment, may occur; noc-

turnal confusion, dryness of the mouth,
nasal stuffiness, headache, peripheral
edema, lactation, galactorrhea, and inhibi-

tion of ejaculation are noted on occasion;
photosensitivity and other allergic skin re-

actions may occur but are extremely rare.

Before prescribing, see package insert for

full product information.

for moderate to severe anxiety

Mellaril"
(thioridazine)
25 mg. t.i.d.

SAN DO Z

irufldJioae
or

EMPHYSEMA
• ASTHMA
• CHRONIC BRONCHITIS
• BRONCHIECTASIS

p

is
Each tablet contains:

Potassium Iodide 195 mg.
Aminophylline 130 mg.
Phenobarbital, Caution: May be habit forming. . . 21 mg.
Ephedrine HC1 16 mg.

FEDERAL LAW PROHIBITS
DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephcdi ine-

phenobarbital. Iodides may cause nausea, long use

may cause goiter. Discontinue if symptoms of

iodism develop.

Iodide contraindications: tuberculosis, pregnancy.

DOSAGE
One tablet, with full glass of

water, 3 or 4 times daily.

Dispensed in bottles oj 100 and 1000 tablets.

MUDRANE GG— Formula, dosage and package identi-

cal to Mudrane

—

except— 100 mg. glyceryl guaiacolate

replaces the potassium iodide. The value of Mudrane
cannot be enjoyed by a small group in which K.I. is

contraindicated. Mudrane GG is prepared for this group.

MUDRANE GG ELIXIR—Four 5 cc teaspoonfuls is

equivalent to one Mudrane GG tablet. Dosage adjusted

to age and weight of child. Mudrane GG Elixir is for

pediatric patients and those who think they cannot swal-

low tablets. Dispensed in pint and half gallon bottles.

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers ofethical pharmaceuticals since 1856
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DERMAQUIZ
CONDUCTED BY FRANCESCO RONCHESE, M.D.

Hyperpigmentation of skin of back in longitudinal

streaks.

Wherever you go,

forget your telephone

calls. We II take them

for you, day or night.

MEDICAL BUREAU

of the

Providence Medical Association
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Eczema of many years...

controlled in two weeks

Before treatment After treatment —
with ARISTOCORT Topical

Ointment 0.1% for two weeks

ARISTOCORT®' Triamcinolone Acetonide Top-

icals have proved exceptionally effective in the

control of various forms of eczema: allergic,

atopic, nummular, psoriatic, and mycotic.

In most cases responsive to topical

ARISTOCORT, the 0.1% concentration is suffi-

ciently potent. TheO.5% concentration provides

enhanced topical activity for patients requiring

additional potency for proper relief.

Administration and Dosage: Apply sparingly to the

affected area 3 or 4 times daily. Some cases of psoriasis

may be more effectively treated if the 0.1% Cream or

Ointment is applied under an occlusive dressing.

Contraindications: Tuberculosis of the skin, herpes

simplex, chicken pox and vaccinia.

Precautions and Side Effects: Do not use in the eyes

or in the ear (if drum is perforated). A few individuals

react unfavorably under certain conditions. If side

Aristocort Topical

Triamcinolone Acetonide

LEDERLE LABORATORIES, A Division of

effects are encountered, the drug should be discon-

tinued and appropriate measures taken. Use on infected

areas should be attended with caution and observation,

bearing in mind the potential spreading of infection

and the advisability of discontinuing therapy and/or
initiating antibacterial measures. Generalized derma-
tological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for

remissions of dermatoses, especially of allergic origin

cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-

permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized

atrophy and striae have been reported with the use of

steroids by the occlusive technique. When occlusive

nonpermeable dressings are used, the physician should

be aware of the hazards of suffocation and flamma-
bility. The safety of use on pregnant patients has not

been firmly established. Thus, do not use in large amounts
or for long periods of time on pregnant patients.

Available in 5 Gm. and 15 Gm. tubes and Va lb. jars.

PHOTOGRAPHS COURTESY OF M. M. NIERMAN, M.O.

Ointment 0.1% and Cream 0.1%, 0.5%
Also available in foam form.

American Cyanamid Company, Pearl River, New York

406-6



From a continuing study on nasal congestion . .

.

(3GR MADE IN U.S.A.

BEFORE TRtANWN'tC

o
z HR. AFTER TRIAMIM'C

* tRia

timed to work

while your patient does
A study being conducted by the Department of
Otolaryngology, Greater Baltimore Medical Center is

stockpiling evidence that points to the fast action and
pcolonged relief effected by Triaminic in the treat-

ment of nasal congestion.

and measured their response to recommended doses

of Triaminic tablets.

Timed to release its oral nasal decongestant and two
antihistamines within 8 hours, Triaminic was found to

effect partial or complete relief in better than 82% of

the subjects treated. Clearing nasal obstruction. Re-

ducing turbinate swelling. Making breathing easier.

Begun in March 1966, the study to date has encom-
passed 85 patients with common nasal disorders—

It’s a comforting thing to know that Triaminic really works.

Triaminic"timed-release tablets

Each timed-release tablet contains:

Phenylpropanolamine hydrochloride 50mg. Pyrilamine maleate 25mg. Pheniramine maleate 25mg.
Side effects: Occasional drowsiness, blurred vision, cardiac palpitations, flushing, dizziness, nervousness or gastrointestinal upsets.

Precautions: The patient should be advised not to drive a car or operate dangerous machinery if drowsiness occurs. Use with caution in

patients with hypertension, heart disease, diabetes or thyrotoxicosis.

DORSEY LABORATORIES • a division of The Wander Company • LINCOLN, NEBRASKA 6ssoi
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BOOK REVIEWS
(Continued from Page 732)

the major and more common disorders such as

Parkinsonism and multiple sclerosis are discussed

in chapters arranged according to definition, eti-

ology, pathology, clinical picture, and treatment;

other less common diseases are treated in shorter

fashion.

The author accomplishes his purpose of present-

ing the major areas of neurology in a superficially

complete fashion. When the reader has some pre-

vious knowledge in this area, this books serves to

refresh his memory. However, if the reader’s knowl-

edge in this area is limited, reading this book will

give him only superficial details and will probably

not contribute to his solid and lasting knowledge.

This same superficiality does not recommend itself

to use by a medical student, though it might be

helpful to those in paramedical fields. The author

states that this is not a reference book or compen-

dium. The average physician will usually turn to a

textbook of neurology when he encounters a speci-

fic neurologic problem. It would seem that his

time would be better spent in reading part of a

standard textbook of neurology such as the one by

Dr. Houston Merrit.. Such intellectual effort will

provide him with enough depth of detail more fully

to understand the disease in question and to allow

him to embark on a logical therapeutic program.

Henry F. Izeman, m.d.

Cecil-Locb TEXBOOK OF MEDICINE. Edited

by Paul B. Beeson and Walsh McDermott,
Twelfth Edition. W. B. Saunders Company, Phil-

adelphia & London 1967, Single Student Volume

$20,50; Two Volume Set $24.50; Deluxe Two
Volume Set $30.00.

Osier’s TEXTBOOK REVISITED : Reprint of

Selected Sections With Commentaries. Edited by

A. McGhee Harvey and Victor A. McKusick.

Appleton-Century-Crofts, New York, 1967. $6.75

It was the privilege of this writer to have re-

viewed in this Journal some of the earlier editions

of the now classic textbook, originally compiled

under the editorship of Russell Cecil in 1927. Com-
parison of the serial editions was utilized in these

reviews as an index of the progress of medical sci-

ence. Cecil (now deceased) and his first co-editor,

Robert Loeb, still have their names included in the

title, but a nearly entirely new generation of col-

lective authorship has supervened. As with previous

editions, the contributing authors appear to be well-

chosen, i.e. investigators or clinicians of impressive

academic stature actively engaged in the field which

RHODE ISLAND MEDICAL JOURNAL

they describe, rather than mere cullers of the lit-

erature.

The factual text is prefaced by three rather gen-

eral articles. One of these, by Frank L. Horsfall,

Jr. stresses the recent phenominal advances in bio-

chemical genetics — “A second Golden Age” —
while another by Rene Dubos counterbalances

this approach by emphasizing the environmental

influences upon the genetic endowment. It is clear

that, as infectious and deficiency diseases increas-

ingly yield to the weapons of prevention and spe-

cific therapy, constitutional and degenerative dis-

orders have become the principal problems of civil-

ized man. The relative roles of ‘‘nature” and “nur-

ture” in these diseases, and their possible modifica-

tion by socio-medical intervention, are recurrent

themes in some of the subsequent articles.

The various disease entities are systematically

described in conventional fashion grouped by eti-

ology in the infectious diseases and by organ sys-

tems for most of the remainder. Such a massive

treatise, some 800 disease entities described by 169

contributors, can only be sampled hither and yon

in any attempt at review. This skimming reveals

that the high standard of concise, yet complete,

descriptions of the previous series is maintained.

For example on Diseases of Malabsorption by Stei-

senger appears especially inclusive and up-to-date

considering the inevitable lag from pen to press.

The single volume edition is physically cumber-

some (as might be expected from its over 1,800

pages), and one who consults it frequently e.g. the

medical student, would be well-advised to purchase

the two volume set for its moderate additional cost.

While comparisons may be odious, it is not

amiss to measure this compendium against it lead-

ing American contemporary, which, in accord with

current Madison Avenue ethic, will be referred to

as “Brand X.” This, too, has an outstanding as-

sortment of contributors, and it is remarkable that

the editors have been able to limit duplicate au-

thors to 15. Its initial section has a more novel

arrangement in that symptom complexes and de-

rangements in physiology are considered prior to

separate disease descriptions.

Cecil-Loeb and Brand X each has its special

merits and is perfectly adequate for the medical

student or for the practicing physician who wishes

a relatively concise account. Any medical text in

these days of rapid technological and therapeutic

advances is slightly obsolescent before it can reach

the reader. Perhaps, the respective publishers could

have some sort of treaty whereby publication dates

could be staggered so that a relatively up-to-date

text would always be currently available.

(Continued on Page 746)
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: w drugs work as predictably

i: Dulcolax.You can expect

hat when your office patient

=ces Dulcolax at home, it will

\ as effective as you said it

»)uld be.Your patient will be

I
atified, too.

ile reliability of Dulcolax

pms from its unique mode of

l tion. The drug works

I ectly on nerve endings in

fs colonic mucosa, producing

l rmal peristalsis throughout

|3 large intestine. It does
i t rely on systemic absorption

r its effect.

lis reliable action provides

lompt relief of constipation.

Ulso makes Dulcolax par-

ticularly useful for prepping the

bowel for special procedures.

In short, it makes Dulcolax

ideal for your office practice.

Dulcolax acts so surely that the time of evacuation can often be
closely predicted. Dulcolax tablets taken at night almost invariably

result in a bowel movement soon after waking the following morning.

Dulcolax suppositories generally work in 15 to 20 minutes, almost

always within the hour.

gi ral Dosage Information: Adults: When an ordinary laxative effect
. c sired, 1 to 3 tablets or 1 suppository usually suffices. Tablets
iu be swallowed whole, not chewed or crushed, and should not be
Ik within one hour of antacids or milk. Children: 1 or 2 tablets,
Ending on age and severity of condition. Tablets must not be given
0£ hild too young to swallow them whole. For infants and children
«• 2 years of age, half a suppository is usually effective. Above this
'9« whole suppository is usually advisable. Side Effects: As with any
5)1 ve, abdominal cramps are occasionally noted, particularly in

severely constipated persons. High dosage may result in loose,

unformed stools. Contraindication: Contraindicated only in acute sur-

gical abdomen. Availability: Tablets (5 mg.) and suppositories (10 mg ).

By prescription or recommendation.

Under license from Boehringer Ingelheim G.m.b.H.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation, Ardsley, N.Y.
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Phenacetin gr. 2Vi, Aspirin gr. 3>/i, Caffeine gr. Vi.

H Despite introduction of synthetic substitutes, efficacy of ‘Empirin’

Compound with Codeine remains unchallenged.

JZi BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y.



When the talk turns to

oral contraceptives, it makes
medical sense to remember
low-dose Norinyl-1.

(norethindrone lmg. c mestranol 0.05mg.)
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Reduction of oral contraceptive

dosage to the lowest effective levels is

a well-accepted principle of conserva-

tive medical practice. In keeping with

this view, Norinyl is now also avail-

able as Norinyl-1, containing exactly

one half the previous dosage of

norethindrone and mestranol. Clinical

experience has established that effec-

tive fertility control can be achieved

with the same degree of reliability

and safety with new Norinyl-1 when

taken as directed.

What about switching patients from

higher dosage forms?

In transferring patients to low-dose

Norinyl-1 from higher-dosage oral

contraceptives, some breakthrough

bleeding may occur in the early

cycles. In the majority of cases the

bleeding episode is mild and self-

limited. The long-term advantages of

the lower dosage form should be

weighed against the inconvenience of

possible breakthrough bleeding in

the individual patient.

Prescribing Information

Contraindications : Patients with any

symptoms or history of thrombo-

phlebitis, pulmonary embolism, liver

dysfunction or disease, carcinoma

of breast or genital organs, or un-

diagnosed vaginal bleeding.

Warnings: Discontinue medication

pending examination if there is sud-

den partial or complete loss of vision,

proptosis, diplopia or migraine. If

examination reveals papilledema or

retinal vascular lesions, medication

should be withdrawn. The safety of

Norinyl-1 in pregnancy has not been

demonstrated. If a patient misses

two consecutive periods, pregnancy

should be ruled out before continu-

ing the medication. If she has not ad-

hered to the prescribed schedule,

pregnancy should be considered at

the first missed period. Active ingre-

dients of oral contraceptives have

been detected in the milk of mothers

who received these drugs; the signifi-

cance to infants has not been de-

termined.

Precautions: Pretreatment physical

should include examination of the

breasts and pelvic organs, as well as

a Papanicolaou smear. If endocrine

or liver function tests are abnormal

during therapy, repeat tests are rec-

ommended after the drug has been

withdrawn for two months. Follow-

ing administration of drug, preex-

isting uterine fibromyomata may
increase in size. Careful observation

and caution are required for patients

with symptoms or history of epi-

lepsy, migraine, asthma, cardiac or

renal dysfunction, cerebrovascular

accident, psychic depression, and

diabetes. In cases of undiagnosed

vaginal bleeding, adequate diagnos-

tic measures are indicated. Possible

long-term effects of the drug on pitu-

itary, ovarian, adrenal, hepatic or

uterine function must await further

studies. The physician should be

alert to the earliest manifestations

of thrombophlebitis and pulmonary

embolism. The drug should be used

judiciously in those young patients

in whom bone growth is not com-

plete. The age of the patient consti-

tutes no absolute limiting factor,

although treatment with Norinyl-1

may mask symptoms of the climac-

teric. The pathologist should be

advised of Norinyl-1 therapy when
relevant specimens are submitted.

Side Effects: The following ha^

been observed with varying inc

in patients receiving oral contr

tives : nausea, vomiting, gastro

tinal symptoms, breakthrough

bleeding, spotting, change in

menstrual flow, amenorrhea, e<

chloasma or melasma, breast cl

(tenderness, enlargement and

secretion), change in weight (in

or decrease), changes in cervicc

erosion and cervical secretions,

suppression of lactation when
j

immediately postpartum, chole

jaundice, migraine, rash (allerg

rise in blood pressure in suscep

individuals, mental depression.

Although the following side efl

have been reported in users of <

contraceptives, no cause and ef

relationship has been establish

anovulation posttreatment, pre

struallike syndrome, changes ii

libido, changes in appetite, cysi

like syndrome, headache, nerve

ness, dizziness, fatigue, backac

hirsutism, loss of scalp hair,

erythema multiforme, erythem

nodosum, hemorrhagic eruptio

itching. The following occurrer

have been observed in users of

contraceptives (a cause and eff

relationship has neither been e:

lished nor disproved) : thrombe

phlebitis, pulmonary embolism

neuroocular lesions.

The following laboratory tests

be altered by the use of oral coi

ceptives : increased sulfobromo

phthalein and other hepatic fui

tests, coagulation tests (increas

prothrombin, factors VII, VIII,

and X), thyroid function (incre

PBI and butanol extractable pre

bound iodine and decrease in 7

values), metyrapone test, preg-

nanediol determination.

norethindrone — an original steroid from

SYNTEXE3
LABORATORIES INC..PALO ALTO. CALIF.



Here's why
Norinyl-1 makes
medical sense.

The effectiveness of Norinyl-1 as a

low-dose oral contraceptive may be

explained by its possible multiple

action. In addition to its primary

action of suppression of ovulation,

Norinyl-1 may offer additional pro-

tective mechanisms ... (1) creation of

a cervical mucus that may be hostile

to sperm penetration, and (2) devel-

opment of an endometrium that may
be out of phase with nidation.

These effects are illustrated below.

Cervical mucus at midcycle is usually thin and watery, with Cervical mucus at midcycle is scanty, viscous— with Spinn-

Spinnbarkeit (stretchability) of 15 to 20 cm. barkeit of 1 cm. or less.

(norethmdronelmg <

new low dose of time-proved ingredients

established norethindrone/mestranol ratio

lower patient cost

Endometrium of untreated patient is receptive to the fertil- Norethindrone in Norinyl-1 accelerates secretory phase, sup-

ized ovum during secretory phase. presses glandular and vascular development.



An uncommon steroid

for common inflammatory dermatoses
In everyday topical steroid

therapy, Synalar produces rapid

resolution of inflammation and
itching in steroid-responsive

dermatoses— and at relatively

low cost to the patient.

Advanced molecular
design enhances potency

Synalar combines the advantage

of earlier corticosteroid com-

pounds with unique structural

innovations. As a result, prepara-

tions of Synalar 0.01% and Synalar

0.025% have been reported to be

more potent topically and signifi-

cantly more effective than hydro-

cortisone 1.0%. The unique fluo-

cinolone acetonide molecule

provides one of the most useful

topical corticosteroids for every-

day practice.

Impressive clinical

results in a wide range of
dermatologic problems

The clinical efficacy of Synalar

has been extensively documented

in the world literature.Commonly
encountered diseases such as al-

lergic and contact dermatitis,

eczematous and seborrheic der-

matitis, and neurodermatitis re-

spond rapidly to Synalar, often

where previous therapy with oth

topical corticosteroids has failed

Low patient cost
for wider usefulness

With Synalar, a high degree of

efficacy does not mean high pric

And-a small quantity goes a loi

way. Thus, your patients can

often obtain the “economy” of a

hydrocortisone preparation with

the proved efficacy of a potent,

truly advanced steroid.

Synala;
fluocinolone acetonid

V

p





For everyday topical steroid therapy

i3inalarpx>i«
fluocinolone acetonide

provides economy in two practical dosage forms

For general use, the most
economical and widely applicable

concentration of Synalar is 0.01%

Cream in a water- washable, van-

ishing cream base. Synalar Solu-

tion 0.01% is especially valuable in

dermatoses involving moist, inter-

triginous areas or hairy sites

where creams and ointments do

not spread or penetrate readily.

Synalar Solution is a unique

dosage form— clear, nongreasy,

cosmetically elegant.

Product Information

Contraindications: Tuberculous, fungal, and most
viral lesions of the skin (including herpes simplex,

vaccinia, and varicella). Not for ophthalmic use.

Contraindicated in individuals with a history of

hypersensitivity to any of the components.

Precautions: Synalar preparations are virtually

nonsensitizing and nonirritating. However, the

solution may produce burning or stinging when
applied to denuded or fissured areas. In some pa-

tients with dry lesions, the solution may increase

dryness, scaling or itching. Where severe local

infection or systemic infection exists, the use of

systemic antibiotics should be considered, based

on susceptibility testing. While topical steroids

have not been reported to have an adverse effect

on pregnancy, the safety of their use on pregnant

females has not absolutely been established.

Therefore, they should not be used extensively on
pregnant patients, in large amounts, or for

prolonged periods of time. Side Effects: Side

effects are uncommon with topical corticosteri s.

As with all drugs, however, a few patients maj
react unfavorably to Synalar under certain

conditions. In such cases the agent should be

discontinued and appropriate measures taken.

Availability: Synalar (fluocinolone acetonide)

Cream 0.025% — 5, 1 5 and 60 Gm. tubes and 42

Gm. jars. Cream 0.0 1 %— 15, 45 and 60 Gm. tuk

and 120 Gm. jars. Solution 0.01 %— 20 and 60 ci

plastic squeeze bottles. Ointment 0.025%— 1 5 a 1

60 Gm. tubes. Neo- Synalar® (neomycin sulfate

0.5% [0.35% neomycin base], fluocinolone acetole

0.025%) Cream — 5,15 and 60 Gm. tubes.

fluocinolone acetonide — an original steroid from

SYNTEX ESI
LABORATORIES INC.. PALO ALTO. CALIF

f TOflCM. use o«

SYNALAR'
(flUOCWOLO*
‘ACETONIDE]

CREAM

60 ct

FOR TOPICAL USE ONLY

SYNALAR*
[FLUOCINOLONE ACETONIDE]

SOLUTION

MIX

SYNTEX EE
lAeO*ATO#Jt$. INC YNM.0 ALTO. CAtHC. U S A.

SYNALAR'
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In Rhode Island . . .

These Syntex men serve the physician

JOHN HEARN
Charleston, Rhode Island

364-6719

RICHARD SCHWARTZ
Randolph, Mass.

963-1320

SYNTEX

E

LABORATORIES INC PALO AlTO. CA
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DUAL PROBLEM IN PEPTIC ULCER
Relief of hyperacidity is still a primary goal in the treatment of peptic

ulcer. And antacids are the most widely used means of achieving this

relief. But antacids alone cannot influence the distention and bloating

which so often add to ulcer distress.

THIS IS WHY MYLANTA® PROVIDES:
the two most widely used antacids—magnesium and aluminum hydrox-

ides—to help secure rapid acid neutralization with little chance of laxa-

tion or constipation;
PLUS

the defoaming action of simethicone—to help relieve the painful gas

symptoms which often accompany peptic ulcer.

nonfatiguing flavor/smooth pleasant texture; both

assure patient cooperation during long-term therapy.

Stuart Division of /ATLAS CHEMICAL INDUSTRIES. INC. / Pasadena, Calif.
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DORSEY "FLU-GRAM”

DON'T BE LULLED BY RELATIVE LACK OF FLU LAST WINTER. THIS

WINTER BE PREPARED: WHEN THE COMPLAINTS ARE COUGH AND

CONGESTION, YOU CAN RELIEVE THESE SYMPTOMS WITH TUSSAGESIC

TABLETS. ONE TIMED -RELEASE TABLET AT MORNING, MIDAFTERNOON

AND BEDTIME BRINGS UP TO 24 HOURS' RELIEF FROM TROUBLESOME

COUGH AND STUFFED AND RUNNY NOSE. TUSSAGESIC IS THE FAMOUS

/ '.
TRIAMINIC FORMULA, PLUS THREE OTHER PROVED CONSTITUENTS.

hr*
£

1 ,V

MAKES PATIENTS MORE COMFORTABLE. FAST. ASK YOUR DORSEY

.. REPRESENTATIVE FOR SUPPLY OF STARTER SAMPLES, OR IF FLU IS

•"k
' ALREADY EPIDEMIC, PHONE COLLECT. SEE BELOW.

-.
' r

.

each

Tussagesic
timed-release tablet contains:

Triaminic® 50 mg.
(phenylpropanolamine hydrochloride 25 mg., pheniramine

maleate 12.5 mg., pyrilamine maleate 12.5 mg.)

Dextromethorphan hydrobromide 30 mg.
Terpin hydrate 180 mg.
Acetaminophen 325 mg.

Dosage : Adults— 1 tablet, swallowed whole to preserve timed-

release feature, in morning, midafternoon and at bedtime. Side

effects : Occasional drowsiness, blurred vision, cardiac palpita-

tions, flushing, dizziness, nervousness or gastrointestinal up-

sets. Precautions : The patient should be advised not to drive a

car or operate dangerous machinery if drowsiness occurs. Use
with caution in patients with hypertension, heart disease, dia-

betes or thyrotoxicosis.

DORSEY LABORATORIES

a division of The Wander Company
Lincoln, Nebraska 68501

clip and file under “flu”

For relief of ‘‘flu-like” symptoms
Tussagesic timed-release tablets

PHONE COLLECT
For emergency starter samples

to Keith Sehnert, M.D.

Medical Director

(402) 434-6311

Fast delivery by your Dorsey

Representative
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BOOK REVIEWS
(Continued from Page 742)

The editors of the return visit to Osier’s classic

text have utilized the device mentioned above of

gauging initially the progress of medical knowledge

by comparison of the contents of the first (1892)

edition with the seventh of 1909. The latter is the

edition chosen for the reassessment because it was

“the last Osier prepared alone.” This is not quite

true, for in the preface to the sixth edition of 1907

Osier acknowledges his obligation to his associates

“whose good work has been incorporated” and in

particular to H. M. Thomas and Harvey Cushing

who revised the section on the Nervous System.

It was, however, the last edition to bear Osier s

name alone on the title page.

Then, the depiction of the advance of medical

science from the 1909 edition to the present is ac-

complished in the following fashion: A selection

of articles from the 1909 edition is reproduced in

facsimile and is followed by an updated commen-

tary by knowledgeable authorities. Incidentally,

many of these are also contributors to the Cecil-

Loeb and Brand X texts. The significance of the

commentaries is that, while the pathogenesis of

many of the disorders has become known, or at

least, better defined, and effective therapy is avail-

able where none existed in Osier s day, the clinical

descriptions are frequently as valid today as in

1909. Thus, nothing need be added to the descrip-

tion of angina pectoris (and even his consideration

of the various theories of the mechanisms of pro-

duction of the syndrome include the ones felt re-

sponsible currently). Oddly enough, he stated that

there was usually no great pain in cases of sudden

death due to blocking of a coronary artery. He thus

failed to recognize, or at least to differentiate, the

symptoms associated with an acute coronary throm-

bosis from the anginal syndrome. This waited till

Herrick’s report in 1912.

Woodward’s commentary on typhoid fever is

itself a monograph on the subject, so that one could

use it for current reference as well as for its com-

parison with Osier’s text.

The generation of physicians, intelligently nur-

tured on successive Osiers, is probably at career

end or gone, but those who have survived can well

appreciate from a perusal of this volume the tre-

mendous advances in their own professional life-

times.

For the majority of the potential readership —
currently active physicians and medical students

—

the re-visit is an essay in the history of medicine of

the last three-quarters century, and as such is

strongly recommended.

A few minor criticisms are in order. Although

the volume is fairly large in comparison with the

(Continued on Page 750)

Butazolidin®, phenylbutazone
In Acute Superficial Thrombophlebitis

Contraindications: Edema; danger of car-
diac decompensation; history or symptoms
of peptic ulcer; renal, hepatic or cardiac
damage; history of drug allergy; history of

blood dyscrasia. The drug should not be
given when the patient Is senile or when
other potent drugs are given concurrently.
Large doses of Butazolidin alka are con-
traindicated in glaucoma.

Warning: If coumarin-type anticoagulants
are given simultaneously, watch for ex-
cessive increase In prothrombin time.
Instances of severe bleeding have oc-
curred. Pyrazole compounds may poten-
tiate the pharmacologic action of sulfo-
nylurea, sulfonamide-type agents and
insulin. Carefully observe patients receiv-
ing such therapy. Use with great caution
in the first trimester of pregnancy.

Precautions: Before prescribing, care-
fully select patients, avoiding those re-

sponsive to routine measures as well as
contraindicated patients. Obtain a de-
tailed history and a complete physical
and laboratory examination, including a
blood count. The patient should not ex-
ceed recommended dosage, should be
closely supervised and should be warned
to discontinue the drug and report im-
mediately if fever, sore throat, or mouth
lesions (symptoms of blood dyscrasia);
sudden weight gain (water retention);

skin reactions; black or tarry stools or
other evidence of intestinal hemorrhage
occur. Make regular blood counts. Dis-
continue the drug immediately and insti-

tute countermeasures if the white count
changes significantly, granulocytes de-
crease, or immature forms appear. Use
greater care in the elderly and in hyper-
tensives.

Adverse Reactions: The most common
are nausea, edema and drug rash. Swell-
ing of the ankles or face may be
minimized by withholding dietary salt,

reduction in dosage or use of diuretics.

In elderly patients and in those with
hypertension the drug should be discon-
tinued with the appearance of edema. The
drug has been associated with peptic
ulcer and may reactivate a latent peptic
ulcer. The patient should be instructed
to take doses immediately before or after

meals or with milk to minimize gastric

upset. Mild drug rashes frequently sub-
side with reduction of dosage. However,
rash accompanied by fever or other sys-
temic reactions usually requires with-

holding medication. Purpuric rash has
also been reported. Agranulocytosis, ex-
foliative dermatitis, Stevens-Johnson syn-
drome, or a generalized allergic reaction
similar to serum sickness may occur and
require permanent withdrawal of medica-
tion. Stomatitis, salivary gland enlarge-
ment, vomiting, vertigo and languor may
occur. Leukemia and leukemoid reactions
have been reported. While not definitely

attributable to the drug, a causal relation-

ship cannot be excluded. Thrombocyto-
penic purpura and aplastic anemia may
occur. Confusional states, agitation, head-
ache, blurred vision, optic neuritis and
transient hearing loss have been reported,

as have hyperglycemia, hepatitis, jaun-
dice, and several cases of anuria and
hematuria. With long-term use, reversible

thyroid hyperplasia may occur infre-

quently. Moderate lowering of the red

cell count due to hemodilution may occur.

Dosage in Acute Superficial Thrombo-
phlebitis: Initial: 6 capsules or tablets

daily in divided doses for 2 or 3 days.

Maintenance: 3 capsules or tablets daily.

Usual duration of therapy is 5 to 7 days
(rarely beyond 10 days). 6509-V(B)R2

•Stein, I.D. Presented at the American Acad-
emy ot General Practice, Dallas, Sept. 1967.

For complete details, please see full

prescribing information.



Acute superficial thrombophlebitis before treatment After 5 days of Butazolidin therapy

In acute superficial thrombophlebitis, patients were usually bedfast for 2 to 4 weeks,
tying up hospital beds, requiring costly nursing care and time-consuming procedures
such as warm soaks and packs.

When Butazolidin was added to the usual regimen, 960 of 1000 patients obtained
complete resolution; most required only 30 capsules or tablets; relief of pain and
discomfort and regression of inflammatory signs and fever occurred within a few days.*

Side effects occurred in 6% of the 1000 patients. While none were serious or long-

lasting, Butazolidin can produce severe side effects in rare instances. Further, not every

patient can take Butazolidin. Therefore, select patients with care and follow them
closely. Contraindications, Warning, Precautions and Adverse Reactions are

summarized in adjacent column.

Butazolidin gets bedfast thrombophlebitics out of bed, fast. Usual duration of treatment

is 5 to 7 days, and rarely exceeds 10 days. Try it and see. For full details, please refer

to the complete prescribing information.

Butazolidin® alka
Capsules:
phenylbutazone, 100 mg.; dried aluminum hydroxide
gel, 100 mg.; magnesium trisilicate, 150 mg.; hom-
atropine methylbromide, 1.25 mg.

Butazolidin®
phenylbutazone

Geigy

Geigy Pharmaceuticals
Division of

Geigy Chemical Corporation
Ardsley, New York



The low back pain that is most frequently seen in general practice

is mechanical in nature, i.e., postural back pain, joint dysfunction and
acute back strain .

1,2 For this type of discomfort, a conservative regimen
is usually sufficient to relieve aches and pains, and to help keep
the patient functioning. Components of this basic program include:

Dea “If the patient is in the

pain-spasm-cycle... there is no alternative

or substitute for absolute bed rest..."
3

Itr.ii id (»>'

Methocarbamol

•n cikIi toMt-t

law I

1* (ootnjiloK 0*1

H©Clf “A very vac

f
.

\

method of applying

heat at home is a prole

i f
,

). • hot bath . .
.“ 5

m " ^ '

'Boards should be ordered under

the mattress . . . these boards act

by immobilizing the spine..."
4

Indicated for relief of skeletal muscle spasm. Contraindicated in

hypersensitive patients. Side Effects (lightheadedness, dizziness,

drowsiness, nausea) may occur rarely, but usually disappear on reduced
dosage. Hypersensitivity reactions develop infrequently. See product
literature for further details. Also available: Robaxin® Tablets

(methocarbamol, 500 mg.) Robaxin Injectable (methocarbamol, 1 Gm./lOcc.)
References: (1 ). Godfrey, C.M.: Applied Therap. 8:950, 1966. (2). Gottschalk,

L.A.: GP 33.-91, 1966. (3). Rowe, M.L.: J. Occup. Med. 2.-219, 1960.

(4). Cozen, L.= South Dakota J. Med. 7 8.26, 1965. (5). Soto-Hall, R. :

Med. Sc. 14:23,1963. (6) . Weiss, M. and Weiss, S.: J. Am. Osteopath. A.

62:1 42, 1 962. (7) . Feuer, S.G., el al.: New York J. Med. 62:1 985, 1 962.

ORobaxiri-75C
(methocarbamol, 750 mg. capsi

shaped tablets) A well-toleratec

skeletal muscle relaxant, methoc

bamol helps relieve spasm

“...without interfering with norrij

tone and movement."
7 And thei

is little likelihood of sedation.
6

A LI A - H - ROBINS COMPAN
/I'rl'I^UDirMD RICHMOND, VIRGINIA
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INSTRUCTIONS FOR QUALIFIED FIRST AIDERS ASSISTING
IN INDUSTRIAL HEALTH PROGRAMS

Proposed By The Committee On Industrial Health Of The Rhode
Island Medical Society, And Approved By The House Of

Delegates, September 27, 1967

I. How to Stop Bleeding

Cover wound with cleanest cloth immediately

available and control bleeding by direct pressure

on the wound. (Most bleeding can be stopped this

way.)

Bleeding from Arms and Legs may be controlled

by these two pressure points .

.

. and direct pressure.

(1) ARM
To help control bleeding in an arm — press the

the blood vessel against upper arm bone with fin-

gers on inside of arm half-way between shoulder

and elbow.

(2) LEG
To help control bleeding from a leg — press

the blood vessel against the pelvic bone with side

or heel of hand at point of crease between thigh

and body.

If there is no fracture, arms and legs may be

elevated to stop bleeding.

Should I use a tourniquet?

Tourniquet should be used only when you are

unable to control bleeding from an extremity with

direct pressure and a pressure point. If tourniquet

is applied, leave on for 15 minutes. Attach note to

injured person stating where you applied tourni-

quet and at what time.

PUNCTURE WOUNDS ARE DANGEROUS
Puncture wounds are dangerous. Cleanse wound

with soap and water. Cover with sterile dressing

and bandage. See a doctor.

MINOR CUTS, SCRATCHES, ABRASIONS
There is danger of infection in even the smallest

wound. When medical advice is not available —
wash hands, then wash wound thoroughly. Cover
with a dry sterile dressing. If redness or swelling

develops, it is a sign of infection requiring a doc-

tor’s attention.

Remember to —
1. Control Bleeding

2. Protect from infection

3. Treat for shock

II. How to Restore Breathing by Artificial Res-

piration

A. Mouth-to-Mouth Method
1. Remove any foreign matter from mouth. Tilt

head back so chin points up.

2. Place your mouth tightly over his and close

his nostrils with your fingers.

3. Blow into mouth until chest rises.

4. Remove mouth and let air come out.

5. Repeat—every 5 seconds (adults)

every 3 seconds (children

Note: If unable to get air in, roll onto side, slap

on back, wipe out mouth — and try again!

6. Keep at it until he breathes!

IN CASES SUCH AS: Near drowning, gas poison-

ing, electric shock, heart failure, suffocation.

Move fast! Seconds count when a person is not

breathing. Start artificial respiration at once. . . .

Don’t take time to move victim unless location is

unsafe.

B. Chest Pressure — Arm Lift Method
Place victim face up. Put something under shoul-

ders to raise them so head will drop backward.

Kneel at his head. Grasp his wrists, cross them,

and press over lower chest to force air out.

Release pressure by pulling arms outward and

upward and backward over head as far as possible

to cause air to rush in.

Repeat about 12 times per minute (every 5 sec-

onds). Keep checking to see if mouth is clean and
airways open.

Note: If second rescuer available, have him hold

victim’s jaw out and watch to keep mouth as

clean as possible at all times.

C. Back Pressure — Arm Lift Method
Place victim face down. Kneel at his head. Bend

elbows and place his hands one upon the other.

Turn his head slightly to one side, making sure

chin juts out. Place hands on victim’s back so palms

lie just below an imaginary line between armpits.

Rock forward till arms are about vertical and
weight of your body exerts steady pressure on your

hands.

Then — draw his arms up toward you until you
feel resistance at his shoulders. Then lower his arms
to ground. Repeat about 12 times per minute (ev-

ery 5 seconds). Keep checking to see if mouth is

clean and airways open.

Dont Stop! Continue artificial respiration until

victim breathes normally, a doctor declares him
dead, or his joints stiffen. If he must be moved,
continue artificial respiration.

III. What To Do If Someone Swallows Poison

In most cases —
If victim is conscious:

(Continued on next page)
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THE
PITCHER

OF

MUNROE MILK
As in most things, there is a

"perfectionist” ... and with

milk and dairy products, we at

Munroe are just that.

Latest scientific equipment and

techniques of the most modern

dairy, as well as constant care

that our name goes on only the

very best, is your assurance of

uniform quality, consistently.

It’s been that way with us

since 1881.

DAIRY" Inc.

151 Brow Street

East Providence, Rhode Island

Call GEneva 8-4450

The "Home Service" Dairy

Give large quantities of milk or water to dilute

poison.

Induce vomiting (See exceptions below) and

continue giving fluids. Keep victim vomiting until

only clear fluid comes up.

Give specific antidote named on label. If this is

not possible, give Universal Antidote” available

from drug store.

If victim is unconscious:

Keep him warm and get medical care as fast

as possible.

EXCEPTIONS —
Do not induce vomiting if these substances have

been swallowed:

Strong Acids : Give glass of water, then milk,

then milk of magnesia in solution. Follow with

milk, olive oil, or egg white.

Strong Alkalis'. Give glass of water, then diluted

lemon juice or vinegar. Follow with milk, olive oil,

or egg white.

Strychnine: If ony a few minutes have elapsed,

give fluids and induce vomiting, but don’t persist

for long. Get medical attention quickly. Keep pa-

tient quiet.

Kerosene

:

Dilute. Do not induce vomiting.

Always call a doctor. Some poisons have a de-

layed effect. All need medical attention. In many
communities there are Poison Control Centers to

call for advice.

IV. What to do about Burns

1st Degree Burns

How to tell: Skin reddened

What to do:

1. If you are certain it is a first degree burn,

immerse quickly in cold water for several

minutes to stop pain.

2. Cover with a thick, dry sterile bandage.

2nd Degree Burns

How to tell: Blister Develop

3rd Degree Burns

How to tell: Skin destroyed, tissues damaged

What to do:

1. Cut away loose clothing.

2. Cover burned area and around it with sterile

dressing large and thick enough to keep out

air.

3. Treat for shock.

Don’t break blisters or use ointment.

Get medical aid at once.

SUNBURN
Apply cold cream, salad oil, or shortening to

relieve pain of mild sunburn. Use a dry dressing

and seek medical care for blister cases and ex-

tensive burns.

CHEMICAL BURNS
Use large quantities of running water to wash

away chemicals. Apply sterile dressings; get med-

ical aid, (Continued on Page 751)



Picture of treated with
painful myositis Parafon ForteWs

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

F rafon Forte helps to relieve pain,

r store mobility . . . stop pain-spasm feedback

I re is why. Parafon Forte provides

:

i onsalicylate analgesic equal to aspirin for the relief

apain, 1 ’2 yet unlikely to produce the irritation to the

?3tric mucosa so often associated with salicylate

tirapy3

ii a skeletal muscle relaxant shown to have up to a

>iour span of action, 4 -6 and to retain effectiveness

i ;n on continued administration, 5 '7 but which does not

hire the central effects of tranquilizing compounds.

Fescribe Parafon Forte for lasting spasmolysis
ai analgesia in sprains, strains, myalgias, low back

P n, bursitis and other musculoskeletal disorders,

f Jr patients will appreciate the restored comfort
ai lasting freedom of movement it usually provides.

Cautions and side effects: Use with caution in patients with

known drug sensitivity. If a hypersensitivity reaction or symp-
toms suggestive of liver dysfunction are observed, the drug
should be stopped. Occasionally, drowsiness, dizziness, light-

headedness, malaise, overstimulation or gastrointestinal dis-

turbances may be noted; rarely gastrointestinal bleeding,

allergic skin rashes, petechiae, ecchymoses, angioneurotic

edema or anaphylactic reactions may have been drug associ-

ated. While Paraflex (chlorzoxazone) has been suspected as

being the cause of hepatic toxicity in approximately eighteen

patients, it was not possible to state that the dysfunction was
or was not drug induced. Dosage: Two tablets q.i.d. Supplied:

Scored, light green tablets, imprinted “McNEIL”—bottles of 100.

References

:

1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 14:316,
1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 19G5, p. 331. 3. Roth,
J. L. A., et al.: Gastroenterology 4-4:146, 1963. 4. Conney, A. H., and Burns,
J. J.: J. Pharmacol. Exp. Ther. 128: 340, 1960. 5. Settel, E.: Clin. Med. : 1 373,^ 1959. 6. Berman, H. H., et al.: Dis. Nerv.

Tt IW TVTX1 T T I
Syst * 25:43 °- 1964 - 7 - Darienzo, C.: Ibid.,

IYJ.V 111 JlJ JL JJ I 27 : 189, 1966. V s . patent no *.895.877

McNEIL LABORATORIES, INC., FORT WASHINGTON, PA.
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DISTRICT MEDICAL SOCIETY MEETINGS

PAWTUCKET MEDICAL ASSOCIATION
The regular monthly meeting of the Pawtucket

Medical Association was held on Thursday evening,

September 21, 1967 at 8:31 p.m. at the Lindsey

Tavern with President Robert E. Newhouse pre-

siding.

Attendance

There were twenty-three (23) members present.

Previous Minutes

The Secretary’s report of the previous meeting

was read and approved.

Communications

A letter was read from the Rhode Island Advis-

ory Committee for Selective Service and another

from the Pawtucket Senior Women’s Club.

A communication was received from the Rhode
Island Medical Society regarding the telephone

listing of physicians. The members expressed a

feeling of welcome to any non-residing Pawtucket

physician who desired to have a telephone listing

in the Blackstone Valley.

Discussion

There was a brief discussion regarding the new
“Bell-Boy" communication system involving a small

transistor signal device costing approximately

$15.00 per month having a range of 12 to 13 miles

that enables a physician to be notified of a pending

telephone message. There were medical-legal aspects

involved in this communication system.

There was discussion of appointing another

House of Delegates member.

There was a general discussion involving the

Title XIX Medicaid Program in the State of Rhode

Island that was functioning in our State much more

effectively and successfully than 90 per cent of the

other states. It was stated that the Rhode Island

Welfare Department which administers the Title

XIX Program will meet shortly with representa-

tives of the Rhode Island medical Society for pur-

poses of implementing the principle of utilizing cus-

tomary and usual medical fees in establishing Title

XIX compensation.

The President announced that a Program Com-
mittee will be formed consisting of present officers

and members of the Standing Committee.

A motion was made and passed to adjourn the

meeting at 9:08 p.m.

Alexander A. Jaworski, m.d.

Secretary

BOOK REVIEWS
(Concluded from Page 746)

average paperback, its price seems slightly high,

particularly since other publishers have reproduced

medical classic; in equally high grade format for

considerably less. The overprinting in gray ink of

inapplicable text is confusing and probably could

have been avoided by simply leaving a blank space,

or better still by not adhering to a rigid facsimile

reproduction.

Irving A. Beck, m.d.

THE OFFICE ASSISTANT IN MEDICAL
PRACTICE by Portia M. Frederick, and Mary
E. Kinn. Third Edition. W. B. Saunders Com-
pany, Philadelphia and London, 1967. $7.50
The Office Assistant in Medical Practice offers

a wealth of information for the newcomer to our
ranks.

I think the chapter on Pharmacology and Prepa-
ration of Medications is particularly helpful since

it includes some prescription abbreviations, weights
and measures, and a list of common terminologies.

The section on housekeeping is excellent, al-

though it presents the less glamorous aspect of our

work.

A clean and tidy office is most important from

the patient’s point of view and thus deserves our

constant consideration.

All in all this is a most worthwhile book.

Beatrice Goldowsky

E. P. Anthony, Inc.

WILLBUR E. JOHNSTON, Phar. D.

RAYMOND E. JOHNSTON, B.S.

178 ANGELL STREET

PROVIDENCE, R. I.

GAspee 1-2512

Pharmacy License No. 225



CHARLES
DICKENS

M' in Pickwick Papers

IS THE FIRST RECORDED CASE OF

OBESITY WITH NARCOLEPSY
DR. C SIDNEY BURWELL COINED THE
TERM "PICKWICKIAN SYNDROME" IN 1955

V* Obese Epitaph
in English graveyard

T^Cost of

AMBAR EXTENTABS
Mr IS APPROXIMATELY

\ ONE- HALF THAT OF
(\ OTHER LEADING '

\ APPETITE

SUPPRESSANTS.

AN IMPORTANT FACTOR
IN LONG-TERM THERAPY!

Obesity Oddities

ONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

( e Ambar Extentab before breakfast can
f p control most patients’ appetite for up
t 12 hours. Methamphetamine, the appe-
t suppressant, gently elevates mood and
f ps overcome dieting frustrations. Pheno-
ls bital, the sedative in Ambar, controls irritability and
a;iety. . . helps maintain a state of mental calm and equa-

lity. Both work together to ease the tensions that erode
tl willpower during periods of dieting.

lo available: Ambar #1 Extentabs®— methamphetamine
hlrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-
ii

: may be habit forming).

AMBAR #2
EXTENTABS

methamphetamine HC1 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming)

BRIEF SUMMARY/Indications: Ambar
® suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. A h. robins company,
RICHMOND, VA. 23220 -ROBINS



“Breathing’s

a snap agai

he said

gingerly
(COMPLIMENTS OF

DIMETAPP)

M

l=,

Help clear up that miserable stuffed-up

feeling with Dimetapp. Each hard-work-

ing Extentab brings welcome relief from

the stuffiness, drip and congestion of upper

respiratory conditions for up to 10-12

hours. Yet, patients seldom experience

drowsiness or overstimulation. The key to

success is the Dimetapp formula: Dime-

tane (brompheniramine maleate)—along

with phenylephrine and phenylpropanola-

mine, two time-tested decongestants. They

get the job done ... in a hurry.

Indications: Dimetapp is indicated

for symptomatic relief of the

allergic manifestations of respi-

ratory illnesses, such as the

common cold and bronchial asthma,

seasonal allergies, sinusitis,

rhinitis, conjunctivitis, and otitis.

Contraindications: Hypersensitivity

to antihistamines. Not recommended
for use during pregnancy.

Precautions: Until patient’s

response has been determined, he

should be cautioned against

engaging in operations requiring

alertness. Administer with care

in sinusitis, colds, U.R.I.

DimetappExteiitabs
(Dimetane® [brompheniramine maleate], 12 mg.;
phenylephrine HC1, 15 mg.; phenylpropanolamine HC1, 15 mg.)

up to 10-12 hours clear

breathing on one tablet

to patients with cardiac or peripher;

vascular diseases or hypertension.

Side Effects: Hypersensitivity

reactions including skin rashes,

urticaria, hypotension and thrombi

cytopenia, have been reported on

rare occasions. Drowsiness, lassitud

nausea, giddiness, dryness of

the mouth, mydriasis, increased

irritability or excitement may
be encountered.

Dosage: 1 Extentab morning and

evening.

Supplied: Bottles of 100 and 500.
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FIRST AIDERS IN INDUSTRY
(Continued from Page 748)

V
7

. What to do in Case oj Broken Bones

How to tell: Suspect a fracture if there is pain

when moved — swelling — tenderness in area —
deformity of bones in limbs.

Simple Fracture : Broken bone but no open

wound.

Compound Fracture : Broken bone with open

wound. (Control bleeding and apply sterile dress-

ing before splinting.)

1. Don’t move victim unless in the path of im-

mediate danger.

2. Place limb in as normal a position as possible

without causing excessive pain.

3. Apply emergency splint to support injured

part in one position, reduce pain, prevent further

injury.

Emergency splint may be anything that gives

rigid support and holds fractured part in one posi-

sition — i.e., board, ski, pole, oar, pillow (for law-

er arm, wrist, hand).

Support limb above and below fracture. Be sure

limb is immobilized at joints as well as at point of

break.

Fasten splints firmly with wide strips in 3 or

more places.

Cover splint with padding.

Use Extreme care in case of:

Fractured Spine — Keep person flat and do not

move him into any other position.

Fractured Neck — Keep person on back with

head well-supported in straight position. Don’t

lift his head. Only well-trained person should ap-

ply splints to back or neck.

Fractured Skull — Keep the person completely

quiet. Remove any foreign matter from mouth.

Turn the head to the side so secretions may drain

from the mouth.

VII. What to do for Sprains

A. Sprains (ligaments and other tissues around

joints are stretched or torn.)

What to do:

1. Elevate injured part.

2. Apply ice packs or cold cloths.

3. Call a doctor. Don’t use heat.

B. Strains (involving muscles — most serious are

to the back.)

What to do: Rest, and mild heat applied to in-

jury. Use wet towels.

C. Bruises (discoloration, swelling)

What to do: Apply cold packs or ice bags.

MOVING INJURED PEOPLE

Except in extreme danger location, don’t move
victim until after examination and first aid treat-

ment. If necessary to move from danger, pull vic-

tim length-wise, preferable with blanket or skid

placed underneath him. Avoid twisting, bending or

shaking victim. In moving, be sure victim’s head

is in proper relation to body for type of injury

—

level, lower or higher.

1. Minor Injuries, Asphyxiation, or Near Drown-

ing.

Assist victim by putting your arm around his

waist, his arm around your neck.

Two-man carry.

Use a chair carry.

Pack-strap carry (if you are strong enough).

2. Serious Injuries

Use 8-man carry. Be careful to support body

and head evenly.

If no means of moving is available, care for vic-

tim where he is until help arrives.

3. By Vehicle

Except in case of extreme emergency, it is best

to wait for an ambulance. Make sure the airway

is open. If ambulance not available, station wagon

or truck may be used. Drive slowly and carefully

observing all traffic rules — jolting, sudden stops

and starts, fast turns may cause further injury.

Remember — it is important to keep an injured

person quiet, protected, and reassured.

In every injury there is some shock. Severe

Shock can cause Death.

Shock is the failure of body systems to work

du to lack of blood circulation after an injury.

You can usually tell shock by the victim’s pale

face, moist skin, and Nausea.

What to do:

1. Get medical aid.

2. Place head level or lower than feet (unless

injury would beaggravated by this position).

3. Keep victim warm to maintain normal body

temperature.

4. Gve fluids — water (or salt, soda and water)

if not unconscious, if not nauseated, and if

not a pentrating abdominal wound.

Finally, you should have first aid supplies such

as sterile cotton, sterile dressings (2” and 3”), roll

gauze bandage (1”), triangular bandages, adhesive

strip bandages, roll adhesive tape (1”), and scis-

sors.

Unit-type first aid kits are becoming more and

more popular — many times packaged for single

use. They stay clean and sterile, easy to use, easy

to replace. Can also be used on trips and in a car.

PATRONIZE

JOURNAL ADVERTISERS
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THE PHYSICIAN and THE CIGARETTE*

Education Concerning Dangers Of Smoking Essential To Render
Habit Socially Unacceptable

ROBERT H. BROWNING, M.D.

The Author. Robert H. Browning, M.D., of Columbus,
Ohio. Professor of Medicine (Pulmonary Diseases), Ohio
State University College of Medicine; Former Director

of Ohio Tuberculosis Hospital; Past Vice President,

American Thoracic Society.

It’s an intriguing group of very human psycho-

logical and physiological reactions which has made
cigarette smoking such a pervading practice in the

United State?. The impulse of young people to start

smoking has been assiduously cultivated over many
years by massive advertising, for which close to

$300,000,000 per year is now being expended.

Evolving from a practice which was morally con-

demned forty to fifty years ago, cigarette smoking
has acquired social respectability and desirability.

Generally speaking, social pressures, and not love

of cigarette smoke, produce the new recruits among
smokers.

People continue to smoke because they are

“hooked.” Most of them can’t quit, even when
they want to. This is a manufacturer’s dream: to

start a habit among millions of people, because of

social pressures, and to have it continued for a

lifetime because of habituation or addiction.

The ancient custom of tobacco smoking has been

suspected of injuring health for a long time. Only

in the last several decades, however, have research-

ers been able to document the ravages of this lethal

habit. Now the evidence is so overwhelming that

no informed person can logically deny the associa-

tion between cigarette smoking and a number of

disabling and fatal diseases. A recent survey

showed that more than 95 per cent of U.S. physi-

cians accept the evidence which incriminates

cigarettes.

Thousands of articles have been written on the

use of tobacco products and the custom of smoking

—about 1400 just since the publication in early

1964 of “Smoking and Health,”
1

the report of the

Advisory Committee to the Surgeon General of

the Public Health Service. The literature includes

the results of a great many carefully performed re-

*Adapted from paper presented at the 156th Annual
Scientific Assembly of the Rhode Island Medical
Society, at Providence, R.I., May 10, 1967.

search studies, which provide more than adequate

scientific proof of the association of cigarette smok-

ing with morbidity and mortality from a number
of diseases. While physicians and informed lay-

men recognize the danger, many of them do not

realize the magnitude of the health problems in-

volved in cigarette smoking. Many are not ac-

quainted with the political and economic power
of the tobacco industry.

The statistics shown in “The Toll of Cigarette

Smoking” (Table 1) and “People-Cigarettes-Dol-

lars” (Table 2) represent recent United States es-

timates by qualified observers in official and vol-

untary organizations concerned with the Nation’s

health.

One cannot measure the toll of cigarette smok-

ing in terms of “excess deaths” alone. From a

study of a population sample of 42,000 households

by the National Center for Health Statistics dur-

ing the year ending June 1965, it was found that

cigarette smokers in a recent one-year period suf-

(Continued on next page)

TABLE 1

THE TOLL OF CIGARETTE SMOKING2 3

Premature Deaths associated with cigarette smoking

—

300,000 annually

—Coronary heart disease —50%)
)

—Cancer of lung —14%)
) Rough

—Cancer (other) —14%)

) estimates

—Emphysema, bronchitis and other —22%)

Longevity — as compared to non-smokers
4 years—all cigarette smokers

7 years—2 packs per day smokers

Disease Incidence—per year
280,000

—“Extra” cases of Heart disease

1,000,000
—“Extra” cases of chronic bronchitis

and/or emphysema
1,800,000—-“Extra” cases of sinusitis

Days of Disability—per year

77.000.

000—Excess man days lost' from work
—19% of the national total

88.000.

000-—Excess sick or disabled days spent in bed
—10% of the national total

306,000,000—Excess days of restricted activity

—13% of the national total

753
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fered some 11,000,000 more chronic illnesses than

would have been expected if the entire U.S. popu-

lation were non-smokers. A partial breakdown is

shown in Table l.
2 3

The statistics in these tables may be incompre-

hensible, but no one would call them insignificant.

They represent the greatest man-made epidemic

of disease in human history. They pose a mighty

problem for the present and future health of our

people. Most deaths in the U.S. are not preventable

in the light of our present knowledge. The “excess”

deaths experienced by cigarette smokers are pre-

ventable : in smokers, by the simple but often

difficult decision not to smoke; and in the case of

non-smokers, by the decision not to start. Here,

then, is the greatest opportunity we have in Pre-

ventive Medicine: the chance to prevent massive

disability on the part of millions of smokers, and

to prevent thousands of deaths each week—300,000

per year. We hear a great deal about “slaughter

on the highways.” Smoking kills six times as many
people!

THE PHYSICIAN'S OPPORTUNITY
What are we going to do about it? We have a

special opportunity, in fact a moral obligation, both

as individual physicians and as part of organized

medicine, to play the leading role. No one has the

influence and the medical authority that we have,

with our patients and in our communities. The
question is how to motivate ourselves to pick up
the challenge in a way that is both practical and
effective. Up to now the overall response of the

medical profession has not been adequate. Some
physicians and some medical societies are working

hard in this campaign, but the total effort is not

consistent with the magnitude of the problem and
the prize to be won.

Our problem is a dual one. First and, in our

opinion, the more important is how to prevent the

recruiting of new smokers, now estimated at 4,000

or more a day, or 1,500,000 a year. In the minds

of many of our young people, smoking has be-

come the symbol of the “he-man” or the sophis-

ticated woman. It is part of being “grown-up”

—

a status that is illogically yearned for by the

younger generation. In a home where there are

smoking parents, it appears to be part of the nor-

mal pattern of life.

Smoking cigarettes is not only socially accept-

able, but almost compulsory, in many of the school

and other living situations of our young people.

Add to these social pressures the influence of almost

$300 million spent yearly in advertising, which
tells us endlessly—with love and nature added

—

that one can hardly enjoy life and be a success at

it if he doesn’t smoke cigarettes!

With the established smoker, the scene is dif-

ferent. Glamour and social pressures have long

since ceased to play a part. He is “hooked” by a

dependence on the physiologic effect of nicotine,

and in most cases the still stronger demands of a

habit pattern which is in control during his waking

hours. Cigarettes have become a crutch—something

to use pleasureably in a social situation or to pro-

vide a little break in the course of work or play,

but more commonly just to satisfy the habit pat-

tern and the nicotine dependence.

In a recent survey, 85 per cent of a large group

of smokers stated they were dissatisfied with their

smoking. How many of these, fortified with facts

about their dangerous habit and encouraged by

their physicians, would be able to quit cigarettes?

We don’t know!

The whole thing is quite complicated. To some

people smoking is more important than life itself

—

for instance, prisoners of war who were starving,

but traded their food for cigarettes. To others quit-

ting may not be difficult, once the hazards are un-

derstood. A smoking parent, willing to accept the

risks of smoking, is often deeply concerned about

a smoking son or daughter. Conversely, recent

studies show that teenage smokers, when informed

about cigarettes, are much more worried about

their smoking parents than themselves.

DELAYED FUSE

One of the facets of the smoking problem is the

long delay in the development of smokers’ diseases.

If coronary heart disease or emphysema or cancer

of the lung were to appear 6 or 12 months after

beginning of smoking, instead of 20 or 30 years

later, the recruiting of new smokers would be im-

possible. The situation is somewhat comparable

to the foundry or pottery worker who inhales silica

dust for 20 or 30 years without symptomatic dis-

ease, and is then quickly and permanently dis-

abled by tuberculosilicosis. The damage has been

done. It’s too late to repair.

FILTERS

Filter cigarettes, which comprise about two thirds

of the total output, give smokers the illusion that

they are buying protection although recent analy-

ses
4 show that filter brands of some manufacturers

have more tobacco tars and nicotine in their main

stream smoke than the non-filter cigarettes pro-

duced by the same companies. The most that can

be truthfully claimed for filters is that some of

them do partially remove some of the harmful in-

gredients. It can be assumed that the future will

bring filters of improved capacity, perhaps greatly

improved. But the “new and better” filters, even

if sponsored by a great university, will give no

assurance that all harmful ingredients have been

removed, This will have to wait until the desired
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reduction in morbidity and mortality from smokers’

diseases has been demonstrated by long years of

use. It remains to be seen whether smokers will

buy and smoke cigarettes whose flavor has been

changed by a new filter. It is contradictory to ex-

pect the tobacco smoke “taste” to remain the same

when major components are filtered out.

THE SMOKER AS A PATIENT

Smoking clinics, attended by smokers who want

to quit, are successful in only 10-20 per cent of

subjects, usually those with short smoking his-

tories and low cigarette consumption.

Each smoker comprises a distinctive and indi-

vidual problem. The response to his physician in

regard to cigarette smoking will depend on a num-

ber of factors, not all of which can be controlled

by the physician. A few of these are: 1) The pa-

tient’s temperament and psychological makeup;

2) The duration and daily consumption of cigar-

ettes—the more cigarettes consumed in the pa-

tient’s lifetime, the greater the problem of quiting;

3) His attitude toward his doctor; 4) His knowl-

edge of the dangers of smoking; and 5) The phy-

sician’s skill in dealing with the individual patient

in accord with the factors above.

Doctor Howard B. Sprague, writing under the

title “What I Tell My Patients About Smoking,”5

recognized smokers of different psychological types

who had to be dealt with in different ways. Among
his “gallery of smokers” profiles, Doctor Sprague

labelled and described the following: “The Filter

Man, the ‘You Can’t Do This To Me’ type, The
Compromiser, The Fibber, The Knower, The Fa-

talist, and The Man in Search of a Father Figure.”

He spoke of “The Next Guy Theory,” which is

the same as the “It Won’t Hit Me Theory”—ra-

tionalizations in common use by smokers who are

struggling with their “problem.”

What are our tools, then: Education? Personal

example? Fear? Appeal to pride? Authority? Cer-

tainly, education is our first and best technique.

Example is important—“Do as I say, not as I do”

is hardly to be recommended. The scare technique,

or appeal to pride may work with some smokers.

Authoritarian attitudes are commonly ineffective

and may actually produce a reverse response.

Naturally, the group that is the best informed,

physicians, has the highest rate of cigarette drop-

outs. The per cent of cigarette-smoking doctors in

one area has diminished from 60 per cent to 30
per cent in recent years. This is a prime example

of what can be done with education. Smoking
physicians, aside from the personal risks they incur,

are poor examples to their patients, just as smoking
teachers and smoking parents are poor advocates

of not-to-smoke decisions among their students and
children.

So we have a great opportunity to educate our

patients and their families, to keep ouselves in-

formed, and to support active and constructive

programs in our medical societies and communities.

To be sure, we lack “sure-fire” techniques for deal-

ing with individual patients. The psychology of

smoking and quitting requires much more study

and research. It appears that a major fraction of

our population, which receives most of its new

ideas from newspapers and television, has little

real comprehension of the cigarette problem. The

researchers, with massive evidence, point to the

danger; the tobacco industry says, “It isn’t so”

—

“Nothing has been proved,” and so on. To many

people, it’s still a “controversy.” How to reach this

group of uninformed persons is part of the dilemma

of control. Despite all the difficulty, we now have

about 19 million ex-smokers in the United States.

So the word must be getting around.

ORGANIZING FOR ACTION
As part of the growing campaign to reduce and

control cigarette smoking (alas, it can’t be wiped

out), a number of actions have been taken:

The National Interagency Council on Smoking

and Health
6 was formed in July 1964. It is com-

posed of 16 voluntary and official agencies which,

while carrying on individual activities, have banded

together to aid and coordinate the campaign

against cigarettes. These agencies are: American

Association for Health, Physical Education and

Recreation; American Association of School Ad-

ministrators; American Cancer Society, Inc.; Amer-

ican College Health Association; American Dental

Association; American Heart Association; Ameri-

can Pharmaceutical Association; American Public

Health Association; American School Health Asso-

(Continued on next page)

TABLE 2

PEOPLE — CIGARETTE — DOLLARS 2

U.S.Present Cigarette Smokers

Ex-smokers in U.S.

New Smokers Recruited per year

Quit Smoking

—

“cigarette dropouts” per year

Farm Families Growing Tobacco

59.000.

000

19.000.

000

1,500,000

1,000,000

650,000

541,000,000,000

adults

(1963)

(1966)

$8,200,000,000

$’3,700,000,000

(1966)

(1966)

Cigarettes Sold
—74 million packs/day
—17,154 cigarettes/second

Cigarettes—retail value

Taxes—federal, state, local

Advertising expenditure

Anti-cigarette Program of the

U.S. Public Health Service

Fires caused by matches and smoking 163,900 (1965)
—deaths in these fires 1,800 (est.)

—property loss from these fires $ 80,400,000

$ 300,000,000 per yr.

$ 2,000,000 (1967)
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ciation; Association of State and Territorial Health

Officers; Department of Classroom Teachers of the

NEA; National Congress of Parents and Teachers;

National Tuberculosis Association; U.S. Children’s

Bureau; U.S. Office of Education; and U.S. Public

Health Service.

Forty State Interagency Councils have been or-

ganized and are affiliated with the National. The
same sort of cooperative action is being developed

in cities and counties. These are areas where the

individual physician, as well as his medical society,

should participate.

The United States Public Health Service has

formed the National Clearinghouse for Smoking

and Health,
7

a Federal agency to collect and pro-

vide itobacco information on a national basis. In

organized medicine about 40 State Medical Socie-

ties have passed resolutions of support to the anti-

cigarette campaign and have joined State Inter-

agency Councils on Smoking and Health.

National and State Parent-Teachers Associations

are making an organized effort to promote pupil

education on this subject. There is increasing indi-

vidual and group education on smoking especially

in schools.

The Federal Communications Commission has

ordered radio and television stations to present in-

formation about the dangers of cigarette smoking

as a counter to cigarette advertising. There have

been Congressional efforts to stop cigarette adver-

tising by legal action—so far unsuccessful due to

regional political factors.

WHAT ARE THE PROSPECTS?
The campaign against cigarette smoking is build-

ing up all over the country. The penalties in human
illness and death are so great that this campaign

will not fail. The energy and resources of many
agencies and individuals are required now. In the

end, (the consuming public will learn the basic facts

about cigarette smoking and will react accordingly.

Far from being discouraged, we should feel only

impatient at slow progress. We may not be able

to measure the effectiveness of our personal efforts

to educate our patients and our communities about

smoking. We may be disheartened at times because

of our inability to make converts. But every effort

we make will contribute to the sum total of public

understanding and will hasten the day when cigar-

ette smoking will generally be considered unintelli-

gent and socially unacceptable. Only then will we
have removed the glamour and social pressure. Only

then will we acquire the social and political power

to stop cigarette advertising and radically reduce

the recruitment of new smokers.

SUMMARY
The pervasive habit of cigarette smoking is stim-

ulated by massive advertising and social pressures,

and maintained by psychological and physiological

habituation. National statistics show the frighten-

ing totals of death and disability to which cigarette

smokers fall heir.

An overwhelming majority of physicians accept

the association between cigarette smoking and

coronary heart disease, bronchogenic carcinoma,

bronchitis-emphysema, and others. It has become

evident that these diseases represent the greatest

man-made epidemic in human history.

The challenge to individual physicians and to

organized medicine is obvious. The problems of

cigarette control are great, but must and can be

solved by physicians, official agencies, and volun-

tary organizations working together. The chief tool

is Education. When the people fully understand

the dangers of smoking, this habit will be consid-

ered unintelligent and socially unacceptable. Then

control will be within our grasp.
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PROGRESS MOTES...
BONE-SEEKING ISOTOPES IN THE STUDY OF CALCIUM

METABOLISM AND BONE PATHOPHYSIOLOGY . . . .

Method May Provide Solutions To Problems Of Bone Mineral
Metabolism And Bone Formation

SPIROS K. TAMVAKOPOULOS, M.D.

The Author. Spiros K. Tamva\opoulos, M.D., of Provi-

dence, R.I. Resident Surgeon, Rhode Island Hospital,

Providence.

N ew vistas have been opened with the use

of osteophilic or bone-seeking isotopes in the

study of calcium metabolism and bone physiology.

A vast amount of useful information on bone min-

eral dynamics, structure, and function has been

accumulated. This information has been instru-

mental in stimulating the desire for more extensive

research on problems concerning calcium turnover,

bone and body fluid continuum and exchange, and

the pathophysiology of bone disease.

The first investigators to use the isotope of Ca45

were J. Beilin and D. Laszlo.
12

A. Carlson
13

in

1951 presented the important hypothesis, which

has since been a basic assumption, of the existence

in bone of two distinct and essentially indepen-

dent moieties: an exchangeable calcium fraction in

which tracer concentration must parallel that in

body fluids; and a non-exchangeable part, bone

accretion, in which in the process of new bone

formation tracer is deposited irreversibly from

body fluids bathing bone. These concepts have

been repeatedly considered in many papers, and

numerous controversies exist concerning the inter-

pretation of the accumulated data. This review will

summarize the results obtained and also assemble

and correlate the existing knowledge concerning

calcium tracer kinetics.

ISOTOPES USED
Since its discovery, the isotope Ca47

has been

used more frequently because of its minimal radia-

tion hazards and precise methods of radiation de-

tection. It has a half-life of 4.7 days, and it decays
with beta and gamma rays to the daughter isotope

of Sc
47 and finally to the stable Ti

47
. The isotope

Ca45
has also been widely employed, but its use

is questioned because of its long half-life (160
days) and related radiation hazards. In the last

two years the stable Ca48
has also been used. The

principal method of detection was by neutron ac-

tivation analysis.

Isotopes of strontium (Sr
85

,
Sr

89

,
Sr

90

), especially

Sr
85

which decays into Rb85
by electron capture

followed by emission of a single gamma photon,

of barium (Ba 140

), and of gallium (Ga72

) have

also proven useful tools for the investigation of

bone mineral kinetics.

METHODS OF INVESTIGATION
These isotopes have been employed in many

ways. After peroral or intravenous administration,

external counting may be carried out over bone

areas arbitrarily selected. By following and meas-

uring excretion patterns the tracer “pool” size, as

well as that portion of it corresponding to bone

turnover, may be calculated by means of mathe-

matical analysis. This analysis is applied specifi-

cally to interpretation of tracer parameters in a

given model constructed on the basis of known
physiological data, and thus useful and interesting

information concerning bone turnover and mineral

metabolism can be obtained on the basis of a

series of mathematically integrated observations on

the changes of the tracer concentration in body
fluids.

3 - 12 28 41

STUDY OF EXTERNAL COUNTING DATA
The method has been extensively employed by

many investigators.
3 8 16 17 41

After administration

of the isotope, the detecting device is placed as

accurately as possible over a skeletal area close

to bone as possible. When an isotope with a

short half-life, for instance Ca47

,
is used, shielding

and collimation of the counter is necessary in order

to eliminate errors caused by the effect of daughter

isotopes on the detected irradiation. Results of

external counting can be expressed as counts per

minute or as the ratio of the counts per minute

of the involved to the uninvolved site; this ratio

being 1 : 1 under normal conditions, i.e., when the

counting device detects no lesion. Data accumu-
lated from external counting studies using isotopes

of calcium or strontium indicate that under normal

conditions areas of higher metabolic rate, for in-

stance metaphyses, show relatively higher uptake.

Skeletal lesions, i.e., fractures, metastatic bone dis-

ease, eosinophilic granuloma or chondroma, osteo-

myelitic areas, osteogenic carcinoma, and Paget’s

disease, behave similarly under the detecting de-

vice. The detected radioactivity is greater over the

involved than over the uninvolved bone areas, but

the nature of the involving lesion cannot be specifi-

cally determined.
3 8 16 41

(Continued on next page)
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The isotope remains for a greater length of time

in the lesion site than in the normal bone. In pa-

tients with fractures the difference in tracer uptake

between the injured and the uninjured sites re-

mains the same even while healing of the frac-

ture progresses. Activity does not become equal

even after the fracture is clinically healed; the

difference may be obvious as long as nine years

after the injury, as G. Bauer first observed.
3 8

(Fig 2)

tastases to the right anterior superior iliac spine sec-

ondary to carcinoma of the breast. The detecting

device sees preferential localization of the radioactive

tracer, precisely over the site of metastasis, and the

difference in activity is represented graphically.

Metastatic bone lesions, osteolytic metastases

for example, more avid for calcium than nor-

mal bone. The opening of more exchangeable sites

in the apatite crystal is believed responsible for

Fig. 2. The case of a 74-year-old female with fracture

of the mid-femur. When the difference in activity is

represented as the ratio of the injured to the un-

injured site this graph is obtained, demonstrating ab-

normal ratio (i.e. ^>1), two, four, even twelve months
after the injury, despite the fact that the fracture is

clinically healed.

The beneficial effect of hormone or x-ray ther-

apy on bone metastases secondary to carcinoma

of the breast can be evaluated by comparing re-

sults of external counting after the administration

of the isotope before and after treatment. A de-

crease in uptake is demonstrated after treatment,

as shown graphically by Gynning and co-workers.
17

McDonald was able to follow the fate of two

different bone-seeking isotopes by the use of a

gamma scintillation detector and a rate meter strip

recorder. Graphic records obtained, constituting

the “radioisotope osteogram,” elucidate certain

kinetic aspects of calcium metabolism such as vas-

cular transport, transcapillary movements, ionic

exchange, and bone salt accretion—physiological

steps in the process of new bone formation. The
method seems to be statistically acceptable, de-

spite problems of collimation and background con-

tribution to the external counting of the isotope

which are not considered as seriously impairing

the validity of the results.
24

In conclusion, external counting of bone-seeking

isotopes is important in delineating bone lesions.

Practical application, however, is not yet feasible.

CONSIDERATION OF DATA OF KINETIC ANALYSIS
Serial determination of serum specific activity

and measurement of tracer excretion rate follow-

ing intravenous administration are the first steps

in calculating the tracer “pool” size and that por-

tion of it circulating through bone. Mathematical

treatment of data according to the principles of

kinetic analysis has defined the exact problems

to be studied and has opened new vistas in the

study of bone formation and resorption, mineral

exchange between body fluids and the skeleton,

and turnover and exchange of various nonosseous

calcium compartments.

In spite of this progress, we still have not ex-

actly defined the principles of bone mineral me-

tabolism. The nature and extent of bone turnover

are not known; nor have we been able to meas-

ure the total bone mass in health and in disease.
27

Yet the use of osteophilic isotopes has contributed

to an appreciation of these problems.

After intravenous or peroral administration, the

tracer is quickly distributed to extracellular fluid

(E.C.F.), cells, bone extracellular fluid, and bone.

Elimination is accomplished by means of excretion

through urine and feces, and a part of the tracer

is irreversibly accreted to bone in the process of

new bone formation.

Most investigators calculate the calcium deposited

in bone during new bone formation as the differ-

ence between total calcium turnover and calcium

excretion. Thus turnover is equal to excretion plus

bone mineral deposition.
27

The calcium pool consists of four compartments,

three rapidly miscible and a fourth slowly miscible.
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The first three, plasma, interstital fluid and cells,

mix rapidly within minutes to an hour, and so

have identical specific activities. They contain the

exchangeable bone calcium. Equilibrium in the

fourth compartment is reached within three days.

This compartment consists of an indeterminate

fraction of exchangeable bone calcium, cartilage,

and also the exchangeable portion of calcium of

dystrophically calcified tissues.
27 41

Under normal conditions homogeneity does not

exist within the pool. All studies so far have as-

sumed its homogeneity or were directed at correct-

ing its lack of homogeneity.
27 The pool size is

calculated
41 by using the isotope dilution principle,

i.e., by dividing the administered dose radioactivity

by the extrapolated specific activity at To.

Measured in normal volunteers it was found to

be 3.8—4.5 gm. or 55—65 mg./kg. of body weight

(BW). This portion of body calcium represents

grams of calcium available in the body compart-

ments for maintaining a dynamic equilibrium and

homeostasis.
2 10 20 26 27 41 Under normal conditions

20

plasma contains at any given time 0.35 gm. of cal-

cium, cells 3.5 gm., E.C.F. 0.7 gm., and exchange-

able bone 2—3 gm.

Observation of the change of the isotope status

by serial determinations of radioactivity in serum,

urine, and feces is an essential step in the investi-

gation. Mathematical systems so far described for

interpretation of the observed physiological data

tend to consider the rate of change of the isotope

status as proportional to the amount available for

change (exponential approach) and inversely pro-

portional to time (power function approach). After

a series of calculations, numbers representing bone

accretion and bone resorption rates (in mg./day
or mg/kg./day) are obtained. Review of the litera-

ture shows that accretion rates measured have been

found in the region of 880 mg./day under normal

conditions and resorption rates in the region of

870 mg./day.
2 Normal values for Total Exchange-

able Calcium, accretion and resorption rates in

normal individuals as found in the literature, are

presented in Table 1.

Similar studies conducted in patients suffering

from metabolic bone diseasse prove that in osteo-

porosis values for total exchangeable calcium and
accretion rates remain within normal limits, while

in hyperparathyroidism they are found to be three

or four times greater. Greater values for the same
parameters are found also in familial hyperostosis

and osteitis deformans. In the latter condition some
patients demonstrate a rate of new bone formation

as high as 80—90 gm./day. Patients with hypo-
parathyroidism usually have a reduced rate of

new bone formation and low Total Exchangeable
Calcium.

TABLE I.

Values for Total Exchangeable Calcium (CaE)>
accretion rate (a+) and resorption rate (a—),

in normal individuals.

NORMAL VALUES
CaE a+ a

—

G. Bauer
et al. 3900-7600 mg. 360-560- mg./day

R. Heaney,
D. Whedon 100 mg./kg. 9.1 mg./kg./day

J. P. Aubert,

G. Milhand 6570 mg. 880 mg./day 870 mg./day
S. K. Tamvako-
poulos et al. 3200-4500 mg. 400-500 mg./day

It is generally agreed that these methods of

interpretation provide little insight into the com-

plexity of the problem or the nature of the re-

sponsible biological phenomena. Such factors as

delay of mixing of the tracer, excess excretory loss,

pool non-homogeneity, and bone resorption occur-

ring during the study period profoundly affect

calculations and results. The kinetic effects of

dystrophic calcification must also be taken into

consideration as affecting measurements and cal-

culations.
27

Inability thus far to discover the physiologically

soundest mathematical expression to describe the

observed tracer behavior accounts for the present

uncertainty over the validity of the results. Con-

sidered physiologically bone tracer uptake is due

either to exchange between bone mineral and sur-

rounding bathing fluids (exchange rapid or slow)

or to deposition of new mineral in the process of

new bone formation.
27 A clear-cut correlation be-

tween bone mineralization and Ca45
uptake, for in-

stance, has been demonstrated.

The rate of tracer removal from the pool, how-

ever, does not parallel that of the new bone for-

mation. Bone tracer uptake refers to tracer move-

ment from pool to bone. It is by no means syn-

onymous with bone tracer content, quantitatively

accurate estimates of which are not available to

date. The method, therefore, fails to distinguish

between slow exchange and true accretion, and in-

formation derived from other existing methods, i.e.,

quantitative microradiography, tetracycline studies,

and urinary hydroxyproline excretion, is somewhat
questionable.

SUMMARY
Osteophilic isotopes have opened new vistas in

the study of calcium and bone metabolism. The
interpretation of data obtained is extremely com-

plicated and has provided no definitive answers to

the problems of bone mineral metabolism, new
bone formation, or calcium metabolism. The pres-

ent state of knowledge in this field is discussed.

(Concluded on Page 794)
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MASTERS IN MEDICINE
DOCTOR EPHRAIM BUENO (1599-1665)

Physician And Scholar Was Subject Of Tivo Distinguished
Portraits By Rembrandt

HARRY A. SAVITZ, M.D.

The Author. Harry A Savitz, M.D., of Brookline, Massa-

chusetts. Physician-in-Chief, Emeritus, Hebrew Rehabil-

itation Center for Aged.

A study of Jewish history reveals a character-

istic pattern : when a Jewish center in one country

is demolished, another springs up in a new land.

It is a pattern which is as germane to Jewish sur-

vival as the habits of migrating birds who flee the

harsh winters of the north for the mild south. The
life and time of Doctor Ephraim Bueno of Am-
sterdam comprise an episode in Jewish history that

illustrates this trend.

For the Jews living in Portugal and Spain in the

17th Century days were difficult and dark. This

was especially true for the Marranos—those Jews

who were baptized, but secretly loyal to Jewish

traditions. Because of the Inquisition many Jews

thought it prudent to leave Portugal and Spain at

this time to seek refuge in Amsterdam. Holland at

the end of the 16th Century was a liberal country

Whose constitution forbade persecution on religious

grounds. This was a signal beacon to many Mar-

ranos who came and found shelter within its bor-

ders. In this haven a Jewish community developed,

wherein the Marranos worshipped unmolested and

created their own traditions and culture. It was a

“new Jerusalem.’’

Holland, too, was to benefit by the arrival of

these refugees. It was a poor country in those days,

and the arrival of the Portuguese Jews with their

skills and trades brought material wealth to the

land. But of even greater significance than the

material wealth brought to Amsterdam was the in-

crease in intellectual values. Jewish physicians,

scholars, and poets flourished at that time. A son

of poor Portuguese parents born in Amsterdam
became the world renowned philosopher, Baruch

Spinoza (1632-1677).

It was to this city that the Bueno family mi-

grated. The father of Ephraim Joseph Bueno, also

a physician, was born of Marrano parentage in

Spain or Portugal and studied mediiine at the Uni-

versity of Bordeaux before coming to profess Juda-

ism publicly in Amsterdam. Here he rapidly made
a name for himself as a distinguished and skillful

physician. Prince Maurice of Orange called for his

assistance on his deathbed in 1625. The elder Doc-

tor Bueno was also a poet of some renown; one

writer said of him, “Doctor Joseph Bueno raised

h>s head toward Helicon (legendary name of the

Muse of Greece) with the planet of the Sun.”

Joseph Bueno died in Amsterdam in 1641.

He was overshadowed by his son, Ephraim He-
zekiah Bueno, who too studied medicine at the

University of Bordeaux, receiving his degree in

1642. He was soon lauded by his friend. Menasseh
ben Israel, as another Avenzoar (Ibn Zuhr) (1113-

1162), called the wise and illustrious Spanish Phy-

sician. Menasseh ben Israel (1604-1657), who was
the rabbi in Amsterdam, was also born of Marrano
parentage and taken to Amsterdam as a child. He
had been appointed rabbi at the age of 18. Eph-
raim and Menasseh had no doubt grown up to-

gether and remained on terms of greatest friend-

ship. It was due in part to the interest and patron-

age of Doctor Bueno that Menasseh began his ca-

reer as a publisher. In 1626 Menasseh ben Israel

set up a Hebrew printing press in Amsterdam,
which was henceforth the great center of Hebrew
printing.
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Facsimile of frontispiece of a Bible published by

Menasseh ben Israel in a press which Doctor Bueno
and Menasseh ben Israel founded (1635). From the

library of the author.

The Proofreader Begs The Reader's Attention:

The Rabbis have a saying that he who seeks to

get honor by embarrassing his neighbor will have

no portion in the world-to-come. I have therefore

resolved to be silent and not even mention by

name editions of the Five Books of Moses previ-

ously published in the country where the King

and his laws are obeyed. In all such editions pub-

lished, there are innumerable mistakes—so many
that they cannot be reckoned—in the letters, the

vowels and the accents of the text. The specimen

herewith presented, wherein one may properly re-

joice, bears witness in its own behalf. Indeed the

eyes of all will readily see wherein this endeavor

surpasses all that preceded it. If my memory does

not deceive me, I have come upon and corrected

more than three hundred errors. Now to be sure

errors are inevitable. Indeed even as there is no

grain without chaff, so a page in print cannot be

without slips. But at least the errors that had been

will be no more, and perhaps the new ones found

will be fewer in number, because with all my might

and with intense love I strove to examine each and

every letter, each and every word, vowel and ac-

cent to demonstrate to people and princes alike

the beauty of Scripture—that it is indeed comely.

Wherever this volume happens to come, may it be

a memorial of merit for me. May the graciousness

of the Lord our God be upon us. May He establish

the work of our hands, yea, the work of our hands

establish Thou it.

Subscribed by the least in the company of those

who love the sages, Menasseh ben Israel.

(Translated by Dr. William G. Braude,

Rabbi, Temple Beth El, Providence, R.I.)

The major part of the work was probably done

by Menasseh himself. He was printer, publisher,

proofreader, perhaps sometimes typesetter, and al-

most certainly book-seller. He spent part of each

day at the press, allowing nothing to interfere until

he himself had corrected and passed the proofs.

As his distinctive printer’s mark, he adopted the

figure of a pilgrim with a staff and bundle. The
first work was issued at the behest of Doctor Eph-

raim Bueno and Abraham Sarfati. The press turned

out more than sixty works in various languages,

(Continued on next page)
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including several of Menasseh’s own authorship.

He produced several splended Hebrew Bibles. I

have in my library a Hebrew Bible published in

Amsterdam by Menasseh ben Israel in 1635. The
note on the title page reads—published in Amster-

dam in the House of Menasseh ben Israel, cor-

rected by him with great devotion in the Year,

Isaiah (Hebrew numeral 1635). It has an intro-

duction in Hebrew and Latin and the printer’s

mark of the pilgrim with the motto, ‘‘Non alit

Tamen.”

In 1650 Ephraim Bueno, in conjunction with

Jonah Abravanel, had published several liturgical

works, among which was a Spanish translation of

the Psalms. In addition to his medical and literary

work, Doctor Bueno, in 1656, together with the

pious and charitable Abraham Perrara, founded the

scientific society, ‘‘Torah Or,” in Amsterdam.

But Ephraim Bueno’s fame perhaps rests on his

intimacy with the great Rembrandt (1606-1669).

Rembrandt was a contemporary of Menasseh ben

Israel, with whom he was on terms of intimate

friendship and whose portrait he painted in 1648

and etched in 1654. In 1655 he etched four small

illustrations for Menasseh’s work. It is apparent

too that Renbrandt had great admiration for Doc-

tor Bueno, for his famous portrait “The Jewish

Doctor,” painted about 1647, is actually a portrait

of Bueno. This portrait was a study for the etching

done in 1647. In the painting Rembrandt portrays

Bueno wearing a tall hat with a wide flowing

brim. The thick wavy hair, probably a wig, comes

to his ears. There is a dignity and nobility in his

face. In the etching Doctor Bueno is depicted as

the grave, bearded physician folded in his cloak

and standing solemnly at the foot of a solidly

curved stairway. He is apparently about to leave

his home at the call of a patient. There is a tinge

of sorrow in the expression of his face—no artist

has ever pictured the Jewish physician with more
sympathy and dignity.

Ephraim Hezekiah Bueno died in Amsterdam on

November 8, 1665. His tomb is still preserved in

the old cemetery of the Portuguese Jews at Oude-

kerbe on the Amstel near Amsterdam. His lifelike

portrait can be seen in the house of the great

Rembrandt.

1265 Beacon Street,

Brookline 46, Mass.

“Fat and Carbohydrate Metabolism in Diabetes Mellitus”
GEORGE F. CAHILL, JR., M.D.

Associate Professor of Medicine, Harvard Medical School

“Clinical Studies of Patients with Poorly-Controlled

Diabetes Mellitus”
T. FRANKLIN WILLIAMS, M.D.

Associate Professor of Medicine, University of North Carolina School of Medicine,

Chapel Hill, North Carolina

At the Kay Auditorium . . . Roger Williams General Hospital

TUESDAY . . . DECEMBER 12 AT 8:00 P.M.

(Parking available for physicans in West parking lot)

(Page phone available)

Spronsored by the Clinical Diabetes Association of Rhode Island
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PUBLIC RELATIONS AND PUBLICITY

The Physician
,
Organized Medicine

,
And The Public

A Report To The
Committee On Public Policy And Relations

Of The
Rhode Island Medical Society

JOHN E. FARRELL, Sc.D.

Executive Secretary

In 1945, in a report on medical public relations

submitted by me to the Society, I stated in part —
“We hear a great deal about public relations

these days. People speak of it as if it were a new

discovery. It isn’t. The discussion today is merely

more pronounced because the present age is one

of rapid communication and of so-called pressure

groups each of which has a particular cause to

espouse. Business has learned that it isn't enough

merely to produce a good product or service. It

must also constantly remind the public in an ef-

fective manner of the product or service that the

public can understand.

“Hence we have elaborate advertising programs.

We have public relations counsels, all seeking to

further their particular agency. Medicine too, has

its public relations counsels. They are YOU — the

individual doctor who meets the public daily. The
way you attend a patient, your demeanor in dis-

cussing his treatment as rendered by another physi-

cian, your readiness to give a bit more of medical

service and of human kindness than might gener-

ally be expected — all contribute to good or bad

public relations. . .

“.
. . You cannot, as physicians, hope to win

public support in major issues involving all of you

unless you have a cohesive, united group that will

work in agreement. . .

“Social planners, legislators seeking publicity for

their own gain more often than the public’s, lay

writers exploiting scientific research before such

research has been thoroughly proved, organized la-

bor leaders seeking increased benefits for workers

—

all contribute to the welter of information literally

poured over a confused public that seeks as much
as possible of everything at the lowest cost, dis-

tributed over a period of time.

“And in this maelstrom the opinions and deci-

sions of the Society are too often frustrated by
statements of physicians who, too often through

misunderstanding and failure to seek proper clari-

fication, take public issue with the policy-making

groups of the Society . . . while some of the differ-

ences may be justified, others are petty. Yet all

contribute to the misunderstanding of the purposes

of the Society as such, as well as to the disadvan-

tage of the Profession in its relations with the

public. .

What I stated twenty years ago is equally true

today.

What is different is that today our economic

system has produced such largesse for most people,

and security from major personal misfortunes, that

it is being urged to revolutionize itself so that

every person can have what everyone else has.

Thus, progress in health care has progressed so far

that, as one authority puts it— “children of mil-

lions who daily feared being struck by unknown

maladies and having their lives cut short, now de-

mand as a right for just being born that all their

health needs be guaranteed to them.”

Thus you have moved into a new era which su-

persedes that of which I wrote two decades ago. We
now have a centralized government strongly sup-

ported by planners engaged in developing model

living for all persons through unlimited tax funds.

I need not belabor the point that the tremendous

change in the past generation has made everything

seemingly bigger and more complicated, and you

particularly know that in your Profession medicine

will never again be primarily the lifetime relation-

ship between a patient and one physician, because

medical advances themselves have made complex

equipment and services necessary.

While this new complexity may interfere with

the way many physicians have carried on their

practice through the years, it is the result of rapid

change and progress, and our increasing population

requires more complex systems with which you

must cope. From all sides we hear comments about

the present day difficulty of keeping abreast of the

changes and advancements. For the physician the

continuous advances in surgical techniques, chemo-

therapy, hospital and laboratory services, challenge

him every minute, and at the same time widen the

gulf between him and his patients who are over-

whelmed by the changes and for the most part

swept along on the strongest tide of opinion.

(Continued on next page)
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People tend to be over-favorable to those they

feel favorable about. They like their own doctor;

they are not so sure about some other physician.

The Society, as spokesman for all physicians, thus

faces the problem of reflecting a favorable view of

all its members in the face of a divided public.

Thus its communications, its views and opinions,

must be carefully geared to reach the bulk of the

population, and in a manner that will gain cre-

dence and acceptance. It is no easy task, for the

audience today is increasing in education and so-

phistication, it has a great capacity 'to block out

or screen messages, it has an unwillingness to ab-

sorb ideas that conflict with its secure attitudes,

and it selects the communications medium to which

it will expose itself on any given subject.

The communications media — particularly in the

electronics fields — have changed and expanded to

such an extent that no single service can claim

priority. Thus the same idea presented in different

ways through radio, television, press, magazines,

organization publications, and others, is much more

effective in convincing a person of the validity of

the idea than reliance on one system of communi-

cation.

Because the multiple-channel approach is essen-

tial to effective communication, you must use many
media to reach anyone of the segments of the pop-

ulation, as well as to attempt to reach the bulk of

the population. Only after all other preparations are

made is publicity utilized, anl the method of com-

munication is determined only after all facts are

known and plans are well considered. Shotgun

techniques are out.

Information from an outside source is acceptable

to the communications media if it is quality ma-

terial in its preparation, if it is complete, honest

and issued promptly while the subject is a ‘‘live

one” in the mind of the public.

The Rhode Island Medical Society has continued

a relationship with the communications media

through the years that has been favorable and ef-

fective. I need cite only such examples of coopera-

tion as those relating to the polio and measles cam-

paigns, the diabetes fair, the annual scientific as-

semblies, and the activities of committes, i.e. med-

ical aspects of sports, highway safety, medicine and

religion, science fair, disaster, etc.

But the concern of the moment of some members
has been that of an “unfavorable” press, and for

the most part critical headlines, editorials or news

stories in one or two major newspapers. Headlines

can be misleading, and often disturbing because of

the varied interpretations that can be given them.

Editorials allegedly reflect the newspaper's con-

sidered opinion, but often they are a hurried mis-

interpretation of the news story of the previous

day and not the result of research and factual data.

Rhode island medical journal

Even the news story may be slanted by the com-

petent writer.

Since physicians are individualists they readily

accept as personal any criticism, however formu-

lated, of the news media, and they turn to their

organized Society for refutation of the criticism.

Unfortunately the Society is not always pre-

pared, or in a position, to refute any and all criti-

cisms which may have justification because of the

actions of a few members. Thus the problem is ac-

centuated when the Society “speaks” for the mem-
bership and thereby would reflect the majority

viewpoint while admitting the malfeasance of a

few. But who are the few? In the minds of the

public the few could be any doctors, and therefore,

all doctors.

Therefore we have two phases to the public re-

lations issue.

1. The relationship of the physician to his pa-

tients.

2. The relationship of the Society to all pa-

tients (i.e. the public).

In order for the Society to win the trust and

confidence of everyone in its pronouncements, it

first must have the complete understanding, sup-

port, and cooperation of each member. The public

relations task within the Society calls for further

education of the individual member of his respon-

sibilities to the Profession, and the public. The in-

dividual must recognize that the strength of unity

is absolutely necessary for the development of an

effective and forceful organization.

The recommendations are advanced that:

1. A program of education of the membership in

its individual relations with patients (public)

be developed, aimed at averting the misunder-

standings and misgivings that the public has

of doctors as a whole group. An orientation

program, such as conducted three years ago

by the Providence Medical Association, should

be a required course for every new member
of the Society.

2. Efforts should be made to inform members of

the best ways to resolve the major complaints

of the public — the cost of service, and the

availability of it. With several “third parties”

now involved in the payment for health care,

the general public needs guidance from the

Profession, through the individual physician

preferably. Members must meet the challenge

to be fully informed on the various methods

currently in being for the payment of physi-

cians services, and a corresponding willingness

to take the time to give every patient an hon-

est and clear accounting of all charges for

services.

3. Statements of policy affecting the Profession

as a whole should emanate from one source,
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i.e. the Society through its official spokesmen,

backed by the Council and the House of Del-

gates. Members must be discouraged from

expressing other than personal views on sub-

jects with which the majority of the Profes-

sion are not in agreement. Specialty groups

should consult the State Medical Society be-

fore making official pronouncements affect-

ing physicians. Likewise, physicians accepting

positions with non-medical health organiza-

tions within the State should do so only to

offer medical advice, and not to enunciate

policies affecting the entire membership.

With unity of purpose within the membership,

and a clear understanding of responsibilities, the

Society is then in a position to utilize to best ad-

vantage the tool of publicity to report and explain

many of its actions in the furtherance of good

health of the entire public through the work of its

many committees.

Approaches to each of the media should be aimed

to have the highest force of influence on the au-

diences and the most effective utilization of the

time and investment involved. Thus, some activi-

ties will take preference over others according to

the message that is to be projected.

An appraisal of some of the common techniques

of communication currently used by the Society is

in order:

1. Public Forums
Television and radio have replaced the public

forum type of program at which a doctor, or

a panel of doctors, discuss before a live au-

dience some health subject. However, it may
be that there is a segment in the community

that would find such forums of interest, and

a face to face discussion with a question and

answer period of value. The nature of the

subject would, of course, be the “appeal.”

Thus a public forum today on such a subject

as birth control, or the abortion legislation,

would undoubtedly attract a large attendance.

2. Radio

The Society conducted radio talks and dis-

cussions for years, but with the advent of

television such programs were dropped. Spe-

cial programs have a limited audience, but

nevertheless reach a segment of the popula-

tion. The AMA issues “spot” announcements

each month to the radio stations to be used

as complimentary in the interest of the gen-

eral public.

3. Television

The prohibitive production cost of a television

show, pitted against the extravagant enter-

tainment programs that claim the prime times

on every channel, has prevented Society spon-

sorship of any notable television program.

The start of Channel 36 this fall ,on the

grounds of Rhode Island College, as an Edu-

cation Television station, affords us the first

opportunity to participate in good programs

through this medium. The Society’s commit-

tee on radio and television is currently engaged

in a working relationship with this new sta-

tion.

4. Newspapers

News releases are issued from time to time to

every newspaper (daily and weekly), radio

and television station in Rhode Island. This

mailing goes to approximately 35 organiza-

tions in the communications field. Such re-

leases may announce a scientific meeting, the

plans of the diabetes committee, an action of

the Society, etc.

Possibly a program of more releases featur-

ing the work done, or in progress, by each of

the various committees, might be advisable as

a form of publicity that would focus atten-

tion by certain segments of the population on

the fact that the Profession gives liberally of

its time and resources to further community
activities for good health.

Publicity, however, is not public relations,

and the finest news release extolling the or-

ganization can be literally destroyed by one

thoughtless or indifferent action by a mem-
ber in the rendering of an individual service.

5. Speakers Bureau

From time to time the question of a Speak-

ers’ Bureau has been considered by the So-

ciety. The major difficulties have been two-

fold. First, once the Society announces the

availability of speakers, invitations come from

organizations, such as PTA, women’s clubs,

etc. for afternoon speakers, and the Society

cannot accomodate the requests. Secondly, the

question of who in the membership is able to

address lay audiences on a given subject and
adequately represent the views of the ma-
jority of physicians warrants consideration.

Many persons know their subject well; they

are not equally able to convey their message

from a public stage.

Two years ago we polled the membership
asking for candidates for a Speakers’ Bureau,

and each volunteer was asked to list the sub-

jects upon which he felt qualified to speak.

This list of 26 physicians out of the entire

membership was submitted to the Society’s

committee on Public Policy and Relations at

the time. The program has not been subse-

quently implemented, although on occasion

the executive office has utilized the list to find

a speaker upon request by an organization.

(Continued on next page)
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There is a segment of the population that

can be reached through a Speakers’ Bureau,

and possibly the program should be imple-

mented, with qualifying restrictions on the

time of day when such speakers would be

available. The alternative would be not to

wait for invitations, but to solicit them on a

pilot basis. Thus the major service clubs of

the State might be approached and informed

of speakers available on specified subjects. If

the plan is successful, then other organiza-

tions might be contacted, thus avoiding an

excess of requests.

The speakers to serve such a pilot program

should have some basic training, possibly

through a brief course with a speech teacher

from one of the colleges. The number of sub-

jects should be limited, possibly to: Health

Care Legislation, Disaster Medical Care, Dia-

betes Detection, Medical Aspects of Sports,

Quackery, Heart Disease, Medical Ethics,

Drug Abuse, Smoking and Health, Diet and

Weight Control, Sex Education, Cancer,

Arthritis, Household Poisoning, etc.

SPECIAL ACTIVITIES
Health Fair —- The first major special activity of

the Society was undoubtedly the Health Fair of

1962 on the occasion of the Sesquicentennial.

The cost was met through a $20 assessment on

each member, plus the contribution of some

$2-3,000 by industries that “endowed"’ a display,

plus $3,000 from Society funds. The Fair un-

doubtedly had great public relations significance,

but, as indicated, the cost is high.

The Public Health Committee is now asked to

consider the feasibility of such a Fair again in

1969.

Polio and Measles Campaigns — Locally and na-

tionally the Society received its greatest accolades

for public service from its all-out polio and

measles immunization campaigns. These events

were tangible evidence that physicians were vi-

tally interested in community and public health

efforts, and willing to take the leadership and

lose individual income to realize mass immunity

in the shortest time possible.

Diabetes Fair — Annually the diabetes committee

does an outstanding job in alerting the communi-

ties to the need for constant detection of diabetes.

The attendance at the Fair sponsored by the

Committee has increased each year, and the en-

tire program is supported by a volunteer effort.

Disaster Planning —- The Disaster Committee has

recently accepted a financial grant that will en-

able it to further disaster preparedness in Rhode

Island, all in the interest of public safety.

Highway Safety — For several years the Society

provided the nucleus of a committee to assist

The Registrar of Motor Vehicles in checking the

health status of motorists, and the Society was
awarded a plaque by the Registry of Motor
Vehicles in 1960 for “driver improvement and
rehabilitation.” After a subsequent election the

new Registrar discontinued the committee.

With the new federal road subsidies given only

if the State complies with more effective safety

regulations, there is a need for active participa-

tion by physicians, and the Society, in the prob-

lem of local traffic safety and licensure of driv-

ers on the basis of physical ability to drive.

Industrial Health — The Industrial Health com-

mittee has recently reviewed standing orders for

occupational nurses, and orders for First Aiders

in Industry, and with the approval of the final

drafts these regulations will be sent to every

industrial concern in the State where applicable.

This is a vital public relations program.

Medicine and Religion — The newly organized

committee on medicine and religion held a suc-

cessful conference last spring that represents a

vital step in community relations affecting the

general public.

Mental Health — Through the mental health com-

mittee work has been furthered in the improve-

ment of the care of the mentally ill, and worth-

while contributions have been made by physi-

cians in the study of drug abuse.

Perinatal and Maternal Mortality — The perinatal

and the maternal mortality committees are mak-

ing notable contributions to better health through

their studies. Their work is little known to the

general public, but it definitely has significant

public relations interest.

Science Fair —- Not only is the Society’s interest

in the annual secondary schools’ science fair

evidence of its interest in the furtherance of

achievement in the biological sciences, but its

action in making the Medical Library and its

staff available to high school students in the

preparation of their studies for exhibits is of

tremendous public relations value. Each year

many requests for assistance are received, and

many students come to the Library for advice

and aid.

The Medical Library — At the end of this brief

summary of special activities, but certainly the

most important, is the Medical Library which

provides the people of the State with the only

complete library on health subjects that is open

to the general public.

While these special project activities are known

to many members of the Society, it is doubtful that

many realize that each and all of them have tre-
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mendous influence on segments of the population

that undoubtedly reflect to the credit of the Rhode

Island Medical Society. They indicate that the

Society is a live, active organization interested in

the community.

In addition, the Executive Office staff and the

Library staff answer every inquiry, whether re-

ceived by mail or telephone; and every request

for information, counsel, or assistance is met to

the best of their ability.

As Jim Reed, Director, Communications Division

of the American Medical Association, stated in his

talk on “MD’s Public Relations” at the New Eng-

land Postgraduate Assembly last January:

‘‘The image of physicians that exists today is

one the MDs themselves have created not only

through the estimated two million contacts that

physicians have with patients each working day,

but through the contacts that medically associated

people have with patients as well. It has been es-

timated that for every physician contact with a

patient there are eight contacts either as a part

of or as a result of the physician contact.

‘‘These daily contacts have much to do with the

image of the physician because the people by their

thoughts, their words, and their deeds are influ-

encing, for good or bad, the public opinion regard-

ing the physician through the private opinion they

generate.

“Public relations consists of a multitude of little

things and a few big things. It is the daily appli-

cation of common sense, common courtesy and

common decency.”

Good publicity of good deels can improve the

image of the individual or the corporation. It can-

not cover up faults, or make the image what it is

not.

There are many fine organizations locally in the

field of public relations and publicity. One has

stated that it would be interested in developing

any program that the Society may wish to foster

for a basic retainer plus a service fee charge.

The alternative to being a client of an agency

would be to secure an individual on a part time or

a full time basis. The cost would be commensurate
with the individual’s ability.

HOUSE OF DELEGATES

NEXT MEETING:

JANUARY 24, 1968
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MEDICAL DIRECTIVES FOR OCCUPATIONAL HEALTH NURSES

Proposed By The Committee On Industrial Health Of The Rhode
Island Medical Society , And Approved By The House Of

Delegates , September 27
,
1967

EMERGENCY PROCEDURES
In addition to the skills and experience associ-

ated with nursing, the industrial nurse will often

find considerable need for training in emergency

first aid. The basic training offered by the Amer-

ican Red Cross or the U.S. Bureau of Mines is

excellent. It is recommended that industrial nurses

qualify as first aid instructors so that they may
conduct or assist in training classes for the work-

ers in their industry.

The following general principles should apply in

all emergency situations:

1. Call a physician immediately.

2. Stop bleeding.

3. Restore breathing.

4. Prevent shock and infection.

5. Do no more than is actually needed.

The supervising physician should assure himself

that these instructions are thoroughly understood

and should institute special training when necessary.

HEMORRHAGE — Excessive bleeding calls for

immediate attention. The nurse should notify the

physician and, until he arrives, proceed as follows:

1. Expose the wound.

2. Remove loose, surface foreign matter.

3. Apply pressure.

Direct pressure firmly applied over sterile gauze

at the bleeding site usually will effectively control

moderate hemorrhage. Indirect compression is in-

dicated in excessive bleeding not controllable by

direct methods. Digital compression over the ves-

sel against underlying structures either adjacent to

the wound or at the nearest pressure point will

usually suffice until the physician arrives. Indirect

pressure should be applied proximal or distal to

the wound, in keeping with the arterial or venus

character of the bleeding. Hemostats or clamps

should be applied only if the emergency warrants

it and when the foregoing procedures prove inef-

fective. Avoid applying a tourniquet if possible. If

severe bleeding in any extremity suggests the use

of a tourniquet, apply a blood pressure cuff.

The nurse should remember that:

1. A direct pressure bandage should not act as

a tourniquet.

2. A tourniquet must be periodically released

every fifteen minutes.

3. No dressing should be applied over a tourni-

quet.

4.

Sterile precautions must be observed at all

'times.

ASPHYXIA — Cessation of breathing from any

cause demands:

1. Artificial respiration at once and at the site

of the accident.

2. Notification of the physician.

3. Maintenance of body warmth. Avoid excessive

heating.

All industrial nurses should possess the ability

to apply artificial respiration and should realize

the need for its continuous application until breath-

ing is restored or until careful repeated medical

examination advises otherwise.

SHOCK — Early and adequate shock treatment is

life saving. Do not delay. Common symptoms of

shock following injury are pallor, perspiration, and

rapid thready pulse. Emergency management by

the nurse should include the following procedures:

1. Notify 'the physician.

2. Remove the cause. If shock is due to hemor-

rhage, control it. If it is due to trauma not

associated with bleeding all active treatment

of injury should be deferred until shock man-
agement has been instituted. Wounds should

be covered with sterile dressings to prevent

infection.

3. Relieve the pain: medication as ordered by
the physician by telephone or written order.

4. Keep the patient warm, dry, and on his back

with his head low.

UNCONSCIOUSNESS:
1. Fainting -—

- Usual signs are pallor, shallow

breathing and slow and weak pulse; periods

of unconsciousness are of short duration. Keep
the patient lying down with head lowered un-

til fully recovered. Be sure patient has plenty

of fresh air. Clothing should be loosened and

stimulating inhalants used such as ammonia
or smelling salts.

2. Other causes — If other signs are present or

if unconsciousness persists longer than a few

minutes, call for medical assistance. Give

nothing by mouth.

NURSING MANAGEMENT OF INJURIES

Successful management of injuries depends upon

prompt treatment; meticulous cleansing and dress-

ing; visual examination of deep as well as of super-

ficial structures. To accomplish these aims, the
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routine nursing care should be confined to care of

minor wounds as follows:

1. Protect wound with sterile gauze while adja-

cent area is cleansed with soap and water, sol-

vent or special detergents.

2. Discard protective dressing and clean wound

margins.

3. Irrigate wound with sterile water or isotonic

solution of sodium chloride, or

4. Apply antiseptic of physician’s choice.

5. Apply sterile dressing interfering as little as

possible with function. Sterile dressings should

be covered with protective material for use at

work. The worker should be instructed not to

remove the dressing but to return if it should

become loosened or uncomfortable.

Injuries most likely to be encountered in indus-

try include the following conditions:

ABRASIONS — Clean and apply dressing. Exten-

sive or deep loss of skin, especially about the fin-

gers and hands, needs medical attention.

CONTUSIONS — Treat with cold compresses or

cold soak directly following injury. After 24 hours

change to heat. If soreness or disability persists

or if deep involvement is suspected refer to the

physician.

LACERATIONS — Clean and apply dressing as

directed. Any possibility of injury to joints, nerves

or tendons should be brought to -the physician’s at-

tention at once.

PUNCTURE WOUNDS — Puncture wounds

through the skin need direct medical supervision to

avoid severe infection. If superficial, clean and ap-

ply sterile dressing.

SLIVERS AND SPLINTERS — Penetration

though the skin by slivers or splinters always car-

ries the risk of an infected puncture wound and

should be treated as such. Those lodged superfici-

ally and easily removed without added trauma or

incision may be extracted aseptically by the nurse.

MINOR BURNS AND SCALDS — Clean minor

burns with soap and water. Apply ointment, ban-

daging firmly without interfering with function.

Leave blisters alone.

In all other cases:

1. Notify the physician.

2. Cover the burned area with a sterile dressing

or sheet moistened with isotonic solution of

sodium chloride or 5 per cent sodium bicar-

bonate solution.

3. Combat pain and shock.

CHEMICAL BURNS — Should be treated by
irrigating with water for at least twenty minutes

and then by dressing.

SPRAINS AND STRAINS — Treat first with

cold compresses, elevation of the part and rest. A
physician’s advice is necessary regarding strapping,

other methods of support of fixation, further ex-

amination or special therapy.

FRACTURES — Preliminary steps for the nurse

are:

1.

Call a physician at once.

1. Keep the patient quiet and warm.

3. Immobilize before any movement is attempted.

(Special instruction in splinting should be

provided for every industrial nurse.)

4. Do not attempt reduction.

5. If the fracture is compounded, cover the site

of the fracture with a dry sterile dressing. Do
not cleanse or reduce.

EYE INJURIES — No patient with an eye in-

jury should be discharged without examination by

a physician. The greatest care must be exercised

in maintaining the sterility of solutions and medi-

cations for use in the eye. These should be changed

frequently. Never attend consecutive patients with-

out sterilization of instruments and careful hand-

washing before and after treatment. Remember
that early symptoms of infection can simulate for-

eign body.

FOREIGN BODIES — The nurse should attempt

to remove only those foreign bodies .of the eye

which can be readily located and which can be

easily washed out or removed with a moist sterile

cotton applicator. An antiseptic may be applied if

the physician so orders.

CORNEAL foreign bodies should be referred to a

physician. Follow up to make sure the patient has

completely recovered and is symptom free. Direct

medical care is essential —
1. If the foreign body cannot readily be located.

Stains to aid in the location of foreign bodies

should be used only on specific medical order.

2. If removal requires any instrumentation.

3. If irritation or pain persists after removal.

CONJUNCTIVITIS — Conjunctivitis or other

conjunctival iritation should be referred routinely

to the physician or ophthalmologist.

MINOR BLTRNS — Do no-t apply ointments to

minor burns of the skin about the eye. Apply a

sterile dressing and refer to the physician.

CHEMICAL BURNS — Irrigate chemical burns

of the eye copiously and at once with water, by

continuous irrigation. The promptness wi-th which

the irrigation occurs is most important. Continue

to irrigate at least 20 minutes by -the clock. In the

meantime arrange for prompt medical attention.

HOT METAL BURNS — Apply a sterile pad and

refer at once to the physician. Do no-t irrigate. An
anesthetic should be applied as ordered by the phy-

sician.

“FLASH INJURY” — Persistent pain following

flash needs medical examination and treatment.

(Continued on next page)
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First aid treatment should include:

1. Local anesthetic as ordered by the physician.

2. Cold compresses.

3. Sedatives.

HEAD INJURIES — Until the physician assumes

charge the nurse should:

1. Keep the patient lying down.

2. Elevate the head.

3. Apply ice cap or cold compress.

4. Give no sedatives.

5. Record pulse, blood pressure and respiration

every ten minutes.

6. Clip or shave and cleanse areas adjacent to

scalp lacerations, and cover with a sterile pad.

CHEST AND ABDOMINAL INJURIES — Con-

tusions of the chest and abdomen with or without

external evidence of injury may result in trauma

to underlying organs. Until seen by the physician,

such patients must be:

1. Kept warm and quiet.

2. Allowed no sedative.

3. Have pulse, blood pressure, temperature and

respiration recorded frequently.

4. Suitably bandaged to avoid contamination.

5. In case of abdominal injury, give nothing by

mouth.

NURSING MANAGEMENT OF MINOR ILLNESSES

AND SYMPTOMS
The complaints most commonly encountered in

industry are noted below with suggested procedure.

Persistent or recurring symptoms of irritation, dis-

comfort or disability may suggest faulty work en-

vironment. The nurse should not hesitate to request

medical examination of workers and of the prem-

ises.

FEVER — An elevation in body temperature of 1

degree or more suggests the need for medical con-

sultation before work is resumed. The temperature

elevation should be verified by repeated thermome-

ter readings.

HEADACHE — Record temperature. If headache

is accompanied by dizziness, nausea, vomiting, stiff

neck, injury, history of recurrence, fever, general

malaise or other symptoms, the patient needs med-

ical attention. If not accompanied by other symp-

toms, give an analgesic as ordered by the physi-

cian. Remember that headache or dizziness may be

a premonitory sign of other illness.

EARACHE — A patient with an earache that per-

sists for even a short time should be seen by a doc-

tor. Pain can often be relieved by a hot water bag.

Cold applications will give relief, sometimes, if

heat fails. Foreign bodies should be removed by the

physician. Do not put drops in ear.

TOOTHACHE — If there is a cavity, the nurse

may pack it with cotton dipped in oil of cloves for

temporary relief. An analgesic as ordered by the

physician may be given. For further examination

and treatment refer to a dentist.

NOSEBLEED — Spontaneous nosebleed may be

treated by cold packs or pinching the sides of the

nose against the septum. Keep the patient sitting

erect or standing and loosen the collar if it tends

to constrict the neck. Advise the patient not to

breathe or blow through the nose for an hour or

two after bleeding has stopped. Bear in mind that

certain occupational exposures are manifested by

nasal damage and bleeding.

SORE THROAT — Patients with sore throat may
be given a saline solution gargle if they have a

normal temperature. Do not “paint” the throat.

Any persistent sore throat or one associated with

fever needs medical care at home, and the patient

should be advised to consult his personal physician.

RESPIRATORY IRRITATION OR INFECTION
— Repeated or persistent signs of bronchial or

chest irritation without associated infection may
be the result of unfavorable occupational exposure

or nonoccupational allergy. The industrial environ-

ment may require thorough investigation.

Persons having acute respiratory involvement with

elevated temperature, cough, sneezing, or nasal dis-

charge should be sent home for proper segregation,

rest and medical attention. With mild infections,

the patient may continue to work under medical or

nursing supervision. Simple measures frequently

will control symptoms and prevent spread. Avail-

able medical evidence at the present time cannot

support routine administration of cold vaccines or

vitamin preparations as methods of reducing the

incidence or severity of acute respiratory infections.

Frequent colds or chronic respiratory conditions in

the same individual require special consideration.

ABDOMINAL DISTRESS — Abdominal distress,

nausea, or pain, especially if severe or persistent,

requires competent medical diagnosis and manage-

ment. Early signs of occupational poisoning may
also be abdominal in character. Laxatives should

be dispensed only on specific order of the physician

in charge.

DYSMENORRHEA — Painful menstruation not

associated with fever or gastrointestinal disturban-

ces may be treated with an analgesic ordered by

the physician and the patient placed at rest with

heat to the lower part of the abdomen. If there is

no relief or if other signs or symptoms present

themselves, she should be referred to her personal

physician. Patients with recurrent dysmenorrhea

should not be given palliative treatment. They

should be referred to their personal physician for

medical examination and treatment.

PREGNANCY — A definite procedure regarding

(Continued on Page 771)
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Conventional Radiography
The restless duodenum makes
radiographic diagnosis diffi-

cult, uncertain and often un-

productive: Is this duodenum
abnormal?

Hypotonic Duodenography
Pro-BanthTne-induced duode-

nal calm permits full anatomic

appraisal: Same patient. Duo-

denal normality is now evident.
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of propantheline bromide) is supplied as tablets of
15 mg., as prolonged-acting tablets of 30 mg. and, for

parenteral use, as serum-type vials of 30 mg. The
parenteral dose should be adjusted to the patient’s

requirement and may be up to 30 mg. or more every
six hours, intramuscularly or intravenously.

(1) Bilbao, M. K.; Frische, L. H.; Rosch, J., and Dot-
ter, C. T.: Hypotonic Duodenography, Scientific

Exhibit, Radiological Society of North America,
Chicago, Nov. 27—Dec. 2, 1966.

(2) Bilbao, M. K.; Frische, L. H.; Dotter, C. T., and
Rosch, J.: Hypotonic Duodenography, Radiology,
in press.
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Preludin is indicated only as an anorectic agent in the treatment

of obesity. It may be used in simple obesity and in obesity

complicated by diabetes, moderate hypertension, or pregnancy.

For use in pregnancy, see Warning.

Dosage: One 25 mg. tablet b.i.d. or t.i.d. Or one 75 mg. Endurets®

prolonged-action tablet a day, taken by midmorning.
Contraindications: Severe coronary artery disease, hyperthyroidism,

severe hypertension, nervous instability, and agitated prepsychotic

states. Do not use with other CNS stimulants, including MAO
inhibitors.

Warning: Do not use during first trimester of pregnancy unless

potential benefits outweigh possible risks. There have been clinical

reports of congenital malformation, but causal relationship has not
been proved. Animal teratogenic studies have been inconclusive.

Precautions: Use with caution in moderate hypertension and
cardiac decompensation. Cases involving abuse of or dependence
on phenmetrazine hydrochloride have been reported. In general,

these cases were characterized by excessive consumption of the
drug for its central stimulant effect, and have resulted in a psychotic
illness manifested by restlessness, mood or behavior changes,
hallucinations, or delusions. Do not exceed recommended dosage.
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V-Cillin K® provides dependable oral antibacterial therapy

because it combines a high degree of activity. .

.

V-Cillin K has been shown to be effective in the treatment of streptococcus

and pneumococcus infections as well as infections caused by sensitive strains

of staphylococci. It may be used for the prophylaxis of streptococcus infections

in patients with a history of rheumatic fever and for the prevention of

bacterial endocarditis after tonsillectomy in patients with a history of

rheumatic fever or congenital heart disease.

with high blood levels, even when taken with food

V-Cillin K is stable in acid and immediately soluble. High serum levels,

therefore, are reached rapidly. Because it is acid stable, V-Cillin K is well

absorbed even when taken close to mealtime. These desirable properties help

make V-Cillin K a dependable penicillin for oral use.

V-Cillin ins
Potassium Phenoxymethyl Penicillin
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Now available: V-Cillin K®, Pediatric,

for Oral Solution, 250 mg. (400,000 units)

per 5 cc. of solution.

(See next page for prescribing information.)



New500mg. tablets...amore convenientway to give high doses

Description: V-Cillin K, the potassium salt of V-Cillin®

(phenoxymethyl penicillin, Lilly), combines acid stability

with immediate solubility and rapid absorption. Higher,

more rapid serum levels are obtained than with equal

oral doses of penicillin G.

Indications: Streptococcus, pneumococcus, and gono-

coccus infections,- infections caused by sensitive strains

of staphylococci; prophylaxis of streptococcus infections

in patients with a history of rheumatic fever,- and preven-

tion of bacterial endocarditis after tonsillectomy and

tooth extraction in patients with a history of rheumatic

fever or congenital heart disease

Contraindication: Penicillin hypersensitivity.

Warnings: In rare instances, penicillin may cause acute

anaphylaxis which may prove fatal unless promptly con-

trolled. This type of reaction appears more frequently in

patients with a history of sensitivity reactions to penicillin

or with bronchial asthma or other allergies. Resuscitative

drugs should be readily available. These include epi-

nephrine and pressor drugs (as well as oxygen for

inhalation) for immediate allergic manifestations and

antihistamines and corticosteroids for delayed effects.

Precautions: Use cautiously, if at all, in a patient with a

strongly positive history of allergy.

In prolonged therapy with penicillin, and particularly

with high parenteral dosage schedules, frequent eval-

uation of the renal and hematopoietic systems is rec-

ommended.

In suspected staphylococcus infections, proper lab-

oratory studies (including sensitivity tests) should be

performed.

The use of penicillin may be associated with the over-

growth of penicillin-insensitive organisms. In such cases,

discontinue administration and take appropriate measures.

Adverse Reactions: Although serious allergic reactions

are much less common with oral penicillin than with intra-

muscular forms, manifestations of penicillin allergy may

occur.

Penicillin is a substance of low toxicity, but it possesses

a significant index of sensitization. The following hyper-

sensitivity reactions have been reported: skin rashes

ranging from maculopapular eruptions to exfoliative der-

matitis; urticaria; and reactions resembling serum sickness,

including chills, fever, edema, arthralgia, and prostration.

Severe and often fatal anaphylaxis has occurred (see

Warnings). Hemolytic anemia, leukopenia, thrombocy-

topenia, and nephropathy are rarely observed side-

effects and are usually associated with high parenteral

dosage.

Administration and Dosage: Usual dosage range,

125 mg. (200,000 units) three times a day to 500 mg.

(800,000 units) every four hours. For infants, 50 mg. per

Kg. per day divided into three doses.

See package literature for detailed dosage instructions

for prophylaxis of streptococcus infections, surgery, gon-

orrhea, and severe infections.

How Supplied: Tablets V-Cillin K, U.S.P., 125 mg.

(200,000 units), 250 mg. (400,000 units), and 500 mg.

(800,000 units).

V-Cillin K, Pediatric, for Oral Solution, 125 mg.

(200,000 units) and 250 mg. (400,000 units) per 5 cc. of

solution (approximately one teaspoonful). [042567]

Additional information available to

physicians upon request. Eli Lilly and

Company, Indianapolis, Indiana 46206.
701 44?
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OCCUPATIONAL HEALTH NURSES
(Continued from Page 770)

employment during pregnancy should embrace the

following recommendations:

1. The empoylee should notify the nurse prompt-

ly about her pregnancy as the first trimester

is a most hazardous period of pregnancy.

2. She should obtain a statement from her at-

tending physician.

a) That her work is not contraindicated.

b) Regarding the length of time she should

work.

3. Special attention should be given to the na-

ture of the work. Pulling, pushing and lifting

must be kept within safe limits. Rest periods

will tend to minimize emotional and physical

instability during pregnancy.

4. The physician-in-charge should become in-

formed regarding the pregnant employee’s

health status and her attending physician’s

opinion, with the final decision relative to

the employee’s work status resting with the

industrial physician.

5. Ordinarily work should stop six to eight weeks

before term. If contraindications arise prior

to this term, the work should be terminated.

6. Return to work is inadvisable earlier than six

weeks after delivery and then only if delivery

was uncomplicated, if the attending physician

has given written permission and if the in-

dustrial physician concurs.

HEART ATTACK -—
- Cases resembling fainting

— weak pulse, pallor of face, conscious or uncon-

scious, possibly with associated pain in region of

heart, may be distinguished from fainting by fail-

ure to recover rapidly. Other cases are characterized

by violent, agonizing pain in region of heart, red

face, and difficulty in breathing.

First Aid Treatment •

—

1. Keep the person absolutely quiet.

2. Keep him lying down unless breathing is dif-

ficult.

3. Keep him comfortably warm.
4. Give no liquids.

5. Call a doctor immediately.

6. Oxygen as ordered by the physician.

7. Check vital signs and record.

ELECTRIC SHOCK — Make sure electrical cur-

rent is closed. The immediate danger of an electric

shock lies in the fact that the heart action may be

greatly depressed and respiration arrested. This is

due to the action on the autonomic nervous system

;

severe local burns may result at the points of con-

tact. The cardiac and pulmonary functions are of

primary importance and the burns may be ignored

until these functions are reestablished.

First Aid Treatment — If no pulse can be felt nor

heart beat heard

—

1. Start artificial respiration and continue until

normal heart and respiratory functions are

established or until advised by the physician

that further effort is not indicated.

2. Have someone call physician immediately.

3. After resumption of cardiac function and res-

piration, treat the burns as directed. The elec-

tric burn will frequently penetrate deeply and

tissue destruction usually is greater than the

surface of the burn suggests.

EPILEPTIC SEIZURE — Treatment consists es-

sentially in protecting the patient from injury.

Place a gag between teeth to protect tongue. Use

a small piece of wood, well wrapped with gauze or

clean cloth, and insert in mouth with care. Avoid

being bitten by the patient as human bites may
cause severe infection. Place a pillow under the

head to protect from injury. Do not attempt to

hold patient still, but remove surrounding objects

to prevent injury. Give nothing by mouth. Refer

to physician.

HEAT CRAMPS — These are caused by loss of

salt with prolonged heavy sweating. Severe pains

may occur in the abdomen or limbs. Manual pres-

sure on the cramped muscle gives some immediate

relief. Give first aid as for heat exhaustion. Med-

ical consideration should be directed to prevent re-

currence of heat cramps by use of salt tablets with

drinking water during the day.

HEAT EXHAUSTION — Symptoms are dizziness,

nausea and vomiting, pale face, clammy perspira-

tion, weakness and slow pulse. The person looks

like one who has fainted, and should be treated

similarly:

1. Give plenty of fresh air.

2. Have a patient lie down in cool place with

head lowered, loosen clothing.

3. Give aromatic spirits of ammonia (one tea-

spoonful to one half glass of warm water), if

conscious. Do not force anything into mouth
of an unconscious patient. He may choke to

death.

4. Call physician if symptoms do not quickly

disappear.

HEAT STROKE OR SUN STROKE — Symp-
toms and signs are pain in head, dizziness, dryness

of mouth, hot dry skin, flushed face, rapid pulse,

and fever. Patient may be unconscious. Treatment

is as follows:

1. Remove to a cool place.

2. Lay patient on back with raised head.

3. Have physician called.

4. Apply cold compresses to the head.

5. Cool body with wet sheets, fan or cold water,

give no stimulants.

6. Call physician if symptoms persist.

DERMATITIS — Most skin diseases occurring in

(Concluded on Page 796)
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HOUSE OF DELEGATES
OF THE

RHODE ISLAND MEDICAL SOCIETY

Report Of Meeting Held On September 27, 1967

A meeting of the House of Delegates of the

Rhode Island Medical Society was held at the

Medical Library, Providence, on Wednesday, Sep-

tember 27, 1967. The meeting was called to order

at 8:06 p.m. by the President, Dr. Stanley D.

Davies. Delegates in attendance were: Drs. Joseph

Barrett, John M. Vesey, Joseph E. Wittig, Charles

Dotterer, Edmund Billings, Robert C. Hayes, Or-

land F. Smith, James A. McGrath, Roger Fontaine,

Stanley D. Davies, John J. Cunningham, Stephen

J. Hoye, John A. Dillon, Harry E. Darrah, John T.

Barrett, J. Robert Bowen, Joseph Caruolo, Warren

W. Francis, Frank Fratantuono, Alvin Gendreau,

John F. W. Gilman, John P. Grady, Herbert F.

Hager, Milton W. Hamolsky, Joseph Lambiase,

Robert V. Lewis, Thomas Littleton. William J.

MacDonald, Peter L. Mathieu, William McDon-
nell, Gustavo A. Motta, Raul Nodarse, Edwin B.

O’Reilly, Arnold Porter, Carl S. Sawyer, Richard

P. Sexton, Stanley D. Simon, John Turner II,

Henry M. Tyzkowski, Elihu S. Wing, Jr., and Ed-

mund T. Hackman, and John E. Farrell, executive

secretary.

Members absent were: Drs. Charles E. Millard,

H. Gerald Rock, Charles Serbst, Earl J. Mara,

Alton Pauli, Freeman B. Agnelli, Joseph Ruisi,

Roger Berard. Leonard Staudinger, Joseph E. Can-

non, Nathan Chaset, Henry B. Fletcher, Seebert

J. Goldowsky, Raymond E. Moffit, James B.

Mcran, Ralph D. Richardson, Banice Webber,

and James Hardiman.

Minutes of April Meeting

The President noted that the minutes of the

April meeting of the House had been prepared and

distributed to the members, and had been pub-

lished in the Medical Journal.

Action : A motion was made, seconded and voted

that the report of the April meeting of the House

of Delegates, as submitted, be approved and

placed on record.

Report of the Secretary

Dr. Stephen J. Hoye, Secretary, noted that his

report of the actions taken at the two meetings of

the Council since the April meeting of the House
was included in the Handbook for the meeting. He
answered questions regarding items listed.

Action : A motion was made, seconded and voted

that (the report of the Secretary, as submitted,

and the actions of the Council noted therein, be

approved.

Report of the Chairman of Board of Trustees

of the Medical Library

In he absence of Dr. F. Bruno Agnelli, chairman

of the Board of Trustees of the Medical Library,

Doctor Davies called attention to the report as

published in the Handbook.

Action : A motion was made, seconded and voted

that the report of the chairman of the Board of

Trustees of the Medical Library building, as

submitted, be approved and placed on record.

Report of the Treasurer

Dr. John A. Dillon, Treasurer, noted that his

report was included in the handbook for the meet-

ing, and that he would explain any of the detailed

data if there were any inquiries from the House.

Action : A motion was made, seconded and voted

that the report of the Treasurer, and the actions

noted therein, be approved.

Recommendations of the Council

The Secretary Reported the following recommen-

dations of the Council to the House:

1. That Dr. George W. Waterman, of Provi-

dence, be re-elected for a three-year term as

Trustee of the Benevolence Fund of the

Society.

Action : A motion was made, seconded and voted

that the recommendation be adopted.

2. The annual dues for 1968 be $80 for active

members in practice more than one year, and

$40 for members in their first year of practice.

Action : A motion was made, seconded and voted

that the recommendation as submitted be ap-

proved.

3. That the proposed bylaw amendments rela-

tive to Speaker and Vice Speaker of the

House of Delegates, and the quorum for the

conduct of business, as submitted, be ap-

proved for presentation at the next general

meeting of the Society.

Action : A motion was made, seconded and voted

unanimously that the recommendation be ap-

proved.

Resolution Relative to Pollution

Dr. Francis H. Chafee, a past member of the

House, was granted permission to address the meet-

ing. He discussed the serious problem of pollution,

of air, water, and earth, and he urged the Society

to exert leadership to make the control laws effec-

tive and to alert the public generally to the health

hazards involved.
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The following resolution was introduced:

WHEREAS the problem of pollution—whether

of the air or water or the earth—is a major

health hazard to the general public, and

WHEREAS the physicians of Rhode Island

were in the forefront in spearheading air pollu-

tion legislation for the City of Providence in

1946 and in urging such control throughout the

State, and

WHEREAS the entire issue of pollution con-

trol currently needs strong leadership to make
control laws effective and to alert the citizens

to the importance of demanding solutions to the

overall problem,

THEREFORE, BE IT RESOLVED that the

House of Delegates of the Rhode Island Medical

Society, in meeting this 27th day of September,

1967, authorize the President of the Society to

name a Committee on Pollution to carry out an

effective educational program aimed at control

of all phases of pollution, in cooperation with

agencies, state and federal, interested in pollu-

tion control.

Action'. A motion was made, seconded and voted

that the resolution as proposed be adopted, and

that the President be authorized to name a Com-
mittee on Pollution to carry out the intent of

the resolution.

Report of Medical Care Programs Committee

The President noted that the report of the Medi-

cal Care Programs Committee was published in the

Handbook, and that Doctor Sexton, chairman of

the committee, was present to answer any ques-

tions of the House. The report was discussed.

Action'. A motion was made, and seconded, to

approve the report with the deletions of recom-

mendations numbered three (3) and four (4).

On a roll call ballot the motion was defeated,

25 to 10, with three members abstaining from

voting.

A motion was made, seconded and voted to ap-

prove the entire report.

Action'. A motion was made, seconded and voted

that the Society request from Physicians Service

a copy of the current range of fees resulting from

the poll of physicians by the Society by which

the usual fee concept was established for the

federal Medicare program; and further, that

such copy be placed in the custody of legal coun-

sel of the Society to be released only as author-

ized by the House of Delegates.

Mediation Committee
Dr. Francis B. Sargent, chairman of the Media-

tion Committee, noted that his report was pub-

lished in the Handbook for the meeting, and he

supplemented it with a brief oral report.

Action: A motion was made, seconded and voted

that the report of the Mediation Committee be

approved.

Report of Committee on Public Policy and
Relations

The President noted that the report of the Com-
mittee on Public Policy and Relations was included

in the Handbook.

Dr. John F. W. Gilman commented on the ex-

cellence of the appendix to the committee report

which was a special report by the executive secre-

tary to the committee on the subject of public re-

lations and publicity, and he urged that it be

published for the information of the general mem-
bership. The President stated that the complete

report could be published in the Medical Journal

if adopted by the House.

Mr. Farrell discussed the question of publicizing

activities of the Society, and he expressed the opin-

ion that the adoption of the committee report would

authorize the Council to make reasonable expendi-

tures for such services.

Action: A motion was made, seconded and voted

that the report of the committee on public policy

and relations, and the appendix thereto, be ap-

proved.

Report on Physicians Service

Dr. Arnold Porter, President of Physicians Serv-

ice, discussed the rate filing issue, the action of the

state director of business regulation, and the latest

proposal approved by the Board of Directors. He
answered questions posed by delegates.

Action: A motion was made, seconded and voted

that the report as given orally by Doctor Porter

be accepted.

Report of Diabetes Committee

Dr. William Reeves, chairman of the Diabetes

Committee, gave an oral report in which he in-

formed the House regarding plans for the Diabetes

Fair to held on November 15.

He also discussed the need for a liaison commit-

tee to work with the Chronic Disease Division of

the State Health Department relative to diabetes

findings in Rhode Island, the possibility of the Dia-

betes Committee serving as a liaison for the Society

with the State Nutrition Council and the possible

endorsement of the diet counselling service of that

Council, and possible support of lecture programs

throughout the state on problems of diabetes in

cooperation with the state health department.

Action: A motion was made, seconded and voted

that the chairman of the Diabetes Committee

be invited to meet with the Council of the So-

ciety at its next meeting and to outline to it in

detail the suggestions and recommendations of

the committee, and that the Council subsequent-

ly make recommendations to the House.

(Continued on next page)
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Committee on Social Welfare

Dr. Peter L. Mathieu reported that his commit-

tee had no report to submit to the House at this

time. He did notify the House that physicians seek-

ing information on the welfare program should be

directed to contact Mr. DeSantis who is now serv-

ing as liaison officer under Doctor Pesare.

Other Committee Reports

On separate motions the House voted to approve

and place on record reports from the following

committees, as published in the Handbook for the

meeting:

Disaster, Child-School Health, Future of the Pri-

vate Practice of Medicine, Perinatal Mortality,

Medical Aspects of Sports, Physicians and Carriers

Workmen’s Compensation, Scientific Work and An-

nual Meeting, and Industrial Health.

New Business

Dr. Frank Fratantuono proposed the following

motion, which he discussed:

That the President be authorized to appoint

a Committee on Hospital and Physician Rela-

tions.

Action : A motion was made, seconded and voted

that the President be authorized to appoint a

Committee on Hospital and Physician Relations.

Adjournment
The House adjourned at 10:30 p.m.

Respectfully submitted,

Stephen D. Hoye, M.D.
Secretary

BYLAW AMENDMENTS
ARTICLE V.

Section 1 . Officers.

Add as Officers of the Society: Speaker and Vice

Speaker of the House of Delegates.

Section 2. Tenure of Officers.

Add after Treasurer the following: Speaker and
Vice Speaker of the House of Delegates.

Section 6. President.

Delete the words below that are in italics:

“The following rights and duties devolve on the

President: (1) to preside at all general meetings

of the Society, of the Council and of the House of

Delegates; (2) to deliver an address at the annual

session at such time as may be arranged; (3) to

act as the real head of the profession in the State

and, when he deems it advisable or necessary, to

visit personally, or by representative of his own
designation, the various component societies and
to assist the Councillors in building up the com-
ponent societies and in making their work more
practical and useful; (4) to serve as a member of

the Board of Trustees of the Rhode Island Medi-
cal Society Building and to appoint annually in

September a Member of this Society as a member
of the Board of Trustees to serve for a one year

term beginning the following January 1; (5) to

appoint annually to serve for a one year term

delegates to other medical societies and an Anni-

versary Chairman to preside at the next annual

dinner; (6) to appoint all committees not other-

wise provided for; and (7) ex officio to serve as a

member of all committees.”

Section 11. (new) Speaker of the House of

Delegates.

The Speaker shall preside at the meetings of the

House of Delegates and shall perform such duties

as custom and parliamentary usage require.

He may address the House of Delegates at the

opening of each meeting, limiting his address to

matters of conduct and procedure in the House. He
is entitled to vote when the vote is by ballot or by

roll call. In all other cases he shall have the right

to vote only in case of a tie.

Section 12. (new) Vice Speaker of the House

of Delegates.

The Vice Speaker of the House of Delegates shall

officiate for the Speaker in the latter’s absence or

at his request. In case of death, resignation or re-

moval of the Speaker, the Vice Speaker shall offi-

ciate during the unexpired term. He is entitled to

vote when the vote is by ballot, or by roll call.

ARTICLE VI (HOUSE OF DELEGATES) of the

Bylaws would be amended as follows:

Seotion 2.

Add to sub-section marked 2), the Speaker and

the Vice Speaker.

Section 3. Conduct of Business.

Amended to read as follows:

“The House of Delegates in its deliberations shall

be presided over by the Speaker, and in his ab-

sence by the Vice Speaker, and in his absence by
the President, and in his absence also by any dele-

gate agreeable to it. Twenty (20) delegates shall

constitute a quorum for the transaction of business.

The Secretary shall record the proceedings.

“The House of Delegates may, by a two-thirds

vote of its own members, submit any question be-

for it to the membership of this Society for a

general referendum by ballot sent by mail, and
it shall be bound by the result.”

REPORT OF THE SECRETARY
Stephen J. Hoye, M.D.

The Council has held two meetings since the

April meeting of the House of Delegates. Major
actions taken are summarized as follows:

1. The Board of Trustees of the Medical Li-

brary building were authorized to proceed with

major repairs and improvements to the building

for which the cost would be met mainly from

bequests by hte late Dr. Louisa Paine Tingley

and the widow of the late Dr. Pearl Williams.

2. Dr. Harry E. Darrah was approved as the

(Continued on Page 780)
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DECLOMYCIN Demethylchlortetracycline shoul ]

equally or more effective therapeutically than .

«

tetracyclines when the offending organismsn
tetracycline-sensitive.

Contraindication: History of hypersensitivil t

demethylchlortetracycline.

Warning—In renal impairment, usual doses may a

to excessive accumulation and liver toxicity. Under
conditions, lower than usual doses are indicated, ai

therapy is prolonged, serum level determinations m<

advisable. A photodynamic reaction to natural or a

cial sunlight has been observed. Small amounts of

and short exposure may produce an exaggerated

burn reaction which may range from erythema to s<

skin manifestations. In a smaller proportion, p]

allergic reactions have been reported. Patients si

avoid direct exposure to sunlight and discontinue

at the first evidence of skin discomfort. Necessary si

quent courses of treatment with tetracyclines shou
carefully observed.

Precautions—Overgrowth of nonsusceptible organ n

may occure. Constant observation is essential. If ne i;

fections appear, appropriate measures should be t;a

In infants, increased intracranial pressure with bull

fontanels has been observed. All signs and sympn
have disappeared rapidly upon cessation of treatrn

Side Effects — Gastrointestinal system — anon i

nausea, vomiting, diarrhea, stomatitis, glossitis, enr

colitis, pruritus ani. Skin—maculopapular and erythn

tous rashes. A rare case of exfoliative dermatitis 1

been reported. Photosensitivity; onycholysis andb

coloration of the nails (rare). Kidney — rise in FI

apparently dose related. Transient increase in uriii

output, sometimes accompanied by thirst (rare) . H
sensitivity reactions — urticaria, angioneurotic ed

anaphylaxis. Teeth— dental staining (yellow-browi

children of mothers given this drug during the 1

half of pregnancy, and in children given the drug di

the neonatal period, infancy and early child!

Enamel hypoplasia has been seen in a few childrf

adverse reaction or idiosyncrasy occurs discon

medication and institute appropriate therapy.

Average Adult Daily Dosage: 150 mg q.i.d. 01 C

mg b.i.d. Should be given 1 hour before or 2 hours ti

meals, since absorption is impaired by the concomu
administration of high calcium content drugs, foodsn

some dairy products. Treatment of streptococcal is

tions should continue for 10 days, even though s i]

toms have subsided.

In the treatment of syphilis a dosage schedule of a total of 12 to l»i

given in equally divided doses over a period of 10 to 15 days sho

followed. Close follow-up observation of the patient is recomm It

including appropriate laboratory tests, since demethylchlortetradi

has not had adequate evaluation in all stages of syphilis. Spina u

examination should be included as part of this follow-up.

Acute gonococcal anterior urethritis in males has been treated effee

with a single dose of 600-900 mg. of DECLOMYCIN Demethylchlof

cycline. Individuals unable to tolerate large single doses due to i*

intestinal side effects may be treated with 150 mg. every 6 hourft

minimum of 4 doses or 300 mg. every 12 hours for a minimum of 2 *

Females should be treated with a dosage of 150 mg. every 6 hours J

mg. every 12 hours until a cure is effected.

Primary Atypical Pneumonia (Eaton Agent): The average adulm
dosage is 900 mg. in 3 divided doses for six days.

LEDERLE LABORATORIES, A Division

American Cyanamid Company, Pearl River, Pi



Editorials

CIGARETTES AGAIN! ITS UP TO US!

It has been said “A doctor who is a hevy cigar-

ette smoker is either an addict or a fool.” While

this statement is indeed true it does not go far

enough. It is equally a fact that a physician who
is known by his patients to be a cigarette smoker

is definitely negating the efforts of the public

health authorities to control a demonstrated danger

to the people of the United States. That cigarette

smoking is the major cause of pulmonary cancer

and the major contributory factor to the invalidism

and death that result from emphysema and chronic

bronchitis, is too well known to require mention.

This is also true of the increased tendency to coro-

nary disease and other vascular damage.

Knowing these facts is it fair to the public for

a physician to show his disregard of all efforts to

SMOG
We are indebted to Professor William G. Mc-

Loughlin of Brown University for an account of

a phenomenal “Dark Day” on May 19, 1780. One
Olney Winsor wrote of that morning that it had

commenced cloudy but was at first no darker than

is common on such a day. At about 11 o’clock

clouds of a yellowish hue appeared casting a dark-

ness all about, which reached its height by noon,

becoming so intense “that People in general made
use of Candles to dine.” The darkness gradually

declined through the afternoon, although the day
continued to be somewhat duller than usual. At

8 p.m. rain began.

Winsor conjectured about the cause. Knowing
of no outstanding astronomical event for that day,

he concluded that it must have been due to a

“great collection of Clouds & they very low, which
may be the natural Cause.” Others also write of

the phenomenon. John Howland noted that a can-

dle placed at the window gave no light outside.

He observed that “The Darkness appeared as if

something palpable was mixed with the air and
everything assumed the color of dry oak leaves.”

President James Manning of Brown “found divine

portents in the phenomenon.” The Rev. Isaac

Backus of Middleborough in Massachusetts (in-

cidentally, a trustee of Brown University) noted
“clouds and vapors so thick” that “many in town

control this health menace by smoking even one

cigarette in public? It is everyday demonstrated

that teenagers are as unimpressed by all that is

told them about the dangers of cigarette smoking

as thev are bv most of the warnings coming from

their elders. But how can you expect a youngster

to take seriously any anti-smoking propaganda

when he can see that his family doctor doesn’t

do so? The situation is clear. Although we of the

profession have carried out innumerable studies

which demonstrate the gruesome facts about the

use of cigarettes, can we expect the public to take

the matter seriously while so many of us obviously

do not? The only real contribution that we can

make is ourselves to stop smoking completely and

permanently.

1780

and countery [sic] thought the day of judgment

was come.”

A more scientific evaluation came from Samuel

Williams, then professor of mathematics and phil-

osophy at Harvard. After a careful study of all the

evidence, he attributed the darkne e s to smoke
from “large and extensive fires” in the woods of

York, in Maine, of New Hampshire, and of Ver-

mont, set by the inhabitants two or three weeks

earlier to clear lands for towns. A combination of

southwest winds and cloudy skies carried the pol-

lution all over New England to points as far afield

as Falmouth on Cape Cod, areas in Connecticut,

and Albany. One observer noted that the water

in rain tubs after the showers contained “a light

scum . . . which, rubbing between my thumb and
finger, I found to be nothing but the black ash

of bunt leaves.” A similar deposit was found on
the seashore when the tide subsided. The sub-

stance, Williams observed, was “without any sul-

phurous or other mixture,” to reassure, Professor

McLoughlin observes, “those who were expecting

the fire and brimstone of the Judgment Day.”
Air pollution thus appeared in the earliest days

of the Republic.

REFERENCE
McLoughlin, W. G. : Olney Winsor’s “Memor-
andums” of .'he Phenomenal “Dark Day” of May
19, 1780. R. I. History 26:88, (July) 1967.
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CURIOUSER AND CURIOUSER:

THE WONDERLAND OF CHAFEE, SCHACHT, ET AL.

The chairman of the special Rhode Island legis-

lative commission studying hospital room rates was

quoted in the press on October 1 1 as expressing con-

cern over the announcement that a large general

hospital in the area would increase patient rates

$8 a day. The chairman considered this increase

‘‘way out of line.”

On the very same day it became known that

several State hospitals had increased their daily

rates $8.85 on July 1. The Governor “acknowl-

edged,” according to the report in the same issue

of the same newspaper, that “the increases had

not been announced previously.” The additional

revenue had been included without fanfare in the

current year’s budget approved by the General

Assembly last spring.

In the rate filing of Rhode Island Medical So-

ciety Physicians Service (Blue Shield) submitted

to the Director of Business Regulation last spring

a proposed 4 per cent increase in fees for Plan B
was proposed. This increase, predicated upon an

increase in the Consumer Price Index of 4 per cent,

was associated with a proposed increase in income

limits for service beneficiaries of 6.6 to 7.5 per

cent. The requested increases in fees were rejected

by the Director as unconscionable. Plan B was re-

submitted without a request for increases in fees or

income limits. The Director in approving the new

filing (also reported on October 11) stated: “I am
disappointed Physicians Service has not chosen to

file for a more generous increase [sic] in income

limits.” He continued: "It would appear that the

interests of the public and of the medical profes-

sion might best be served by raising the present

income limits under Plan B to a reasonable levels

(italics added) and providing that the income limits

fluctuate thereafter in a given relationship to the

Consumer Price Index or some other such indicia.”

We are confused.

COMPLICATIONS OF ADRENOCORTICAL THERAPY

Following the introduction of the adrenal corti-

costeroid drugs in 1949, a wide range of usefulness

rapidly unfolded. It soon became evident, however,

that these potent preparations were indeed a two-

edged sword. Their use was in some instances as-

sociated with fatal complications, or could actu-

ally cause disorders as significant as the conditions

under treatment. Among the effects were unmask-
ing of latent diabetes mellitus or aggravation of

the existing disease, exacerbations of chronic in-

fections such as tuberculosis, aggravation of hyper-

tension, and the causation of osteoporosis, salt re-

tention, muscle wasting, virilization in the female,

and profound psychological disturbances sometimes

manifested as frank psychosis. Within the abdomen
peptic ulcer, hemorrhage, perforation, and sepsis

are common and well recognized concomitants of

steroid therapy.

Recently Glenn and Grafe reported on a 10-year

experience (1955-1965) in The New York Hos-

pital during which time 53 patients were treated

for a total of 109 surgical complications of steroid

therapy. Sexes were about equally represented, and
ages ranged from 1 1 months to 80 years. Rheuma-
toid arthritis, ulcerative colitis, and disseminated

lupus erythematosus were the diseases most com-
monly under treatment. A significant and frighten-

ing observation was that 5 of the total of 53 pa-

tients had had no valid reason for steroid admin-

istration. Gastrointestinal ulceration occurred 53

times. Surprisingly it appeared in every part of

the bowel—esophagus, stomach, duodenum, small

intestine, and colon. Another striking observation

was that perforation occurred in every one of these

areas.

Hemorrhage occurred 40 times. Other complica-

tions reported were acute pancreatitis, activation of

pulmonary tuberculosis, and empyema thoracis.

Thirty-five patients who developed ulcer had had

no previous history of the disease. There were 23

operative procedures among the 54 patients, and

33 deaths among the total number for a case fa-

tality rate of 62 per cent. This is a pretty grizzly

experience. The drugs encountered included ACTH,
hydrocortisone, cortisone acetate, prednisone,

methyl prednisone, triamcinolone, and dexametha-

sone. Glenn and Grafe wisely suggest very careful

evaluation before steroid therapy is instituted.

Preliminary study before undertaking prolonged

steroid therapy should include a careful history

for preexisting disease, x-ray examination of the

gastrointestinal tract, glucose tolerance tests, tu-

berculin testing, and chest x-ray examination.

Patients on prolonged therapy should be on an

ulcer regime, and periodic stool examinations for

occult blood should be carried out. Radiological

gastrointestinal studies should be made at regular

intervals. Vigorous treatment of infections with
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antibiotics is mandatory, and prompt drainage

should be instituted where indicated. Antitubercu-

losis drugs are used where inactive disease is known

to exist.

Most important is avoidance of steroids except

for clear-cut indications, and careful observation

when treatment has been decided upon.

REFERENCE
Glenn, F., and Grafe, W. R. : Surgical Complications

of Adrenal Steroid Therapy. Ann. Surg. 165:1023,

(June) 1967

DRUG INCOMPATIBILITIES
The August 25, 1967, issue of The Medical Let-

ter on Drugs and Therapeutics had a very impres-

sive and lengthy list of common drugs that are

incompatible when mixed for intravenous adminis-

tration. The practice of adding B complex or other

vitamins to intravenous fluids containing in many
instances life-saving drugs such as penicillin and

hydrocortisone should be condemned. Vitamins ap-

pear to be a frequent offender since they inactivate

many important drugs. Yet only on very rare oc-

casions is vitamin administration by the intraven-

ous route indicated.

Mixing of antibiotics also demands caution. Po-

tassium penicillin G is inactivated when mixed in

an intravenous solution with tetracyclines or van-

comycin. Tetracycline in intravenous solution is

incompatible with chloramphenicol, amphotericin

B, cephalothin, methicillin, potassium penicillin G,

polymyxin B, heparin, and hydrocortisone.

Of interest to pulmonary specialists is the fact

that intravenous aminophylline is inactivated by
acidic solutions such as ascorbic acid, B complex

vitamin preparations, barbituates, and vancomycin.

The common practice of prescribing a so-called

intravenous asthmatic cocktail using a mixture of

aminophylline, barbiturates, and even ascorbic acid

should be re-evaluated.

Hydrocortisone is incompatible with B complex

vitamin preparations, chloramphenicol, ephedrine,

tetracyclines, and vancomycin. Certainly this in-

formation is vitally important when treating an

Addisonian crisis precipitated by a bacterial infec-

tion. In this situation steroids and antibiotics must

be used; but if hydrocortisone and tetracyclines

are the drugs of choice, they should be administered

by separate parenteral routes.

When there is visual evidence of drug incom-

patibility, such as color change of solution, haze,

gas evolutions, or precipitate formation, the effects

are obvious and the solutions are quickly discarded.

However, subtle effects with no visual changes in

the solution present the greatest problem. These

changes are often the result of alterations in the

pH of the solution, which in turn may affect the

therapeutic potency of one or more of the drugs.

Much additional valuable information of this sort

is contained in the issue of the Medical Letter on

Drugs and Therapeutics referred to above. Prac-

ticing physicians are urged to study this important

summary, which is generally available in medical

libraries.

MORE DOCTORS OR ELSE
“Population explosion” is easily one of the dom-

inant cliches of our times. Popularity of the gen-

eralization to explain a myriad of modern diffi-

culties and frustrations rests on the underlying

reality that intrudes on everyone. Automobiles

crowd the roads, housing proliferates across the

countryside, students overflow the schools and uni-

versities, and doctors are caught in mounting work
loads and demands. The necessity for more doctors

seems obvious for our expanding society. And re-

sponse to the call for doctors can be seen in the up-

surge of new medical schools. The new program in

medicine at Brown University provides Rhode Is-

landers with a fascinating close-up of the com-
plexities involved in building a medical school.

Similar growing pains are elsewhere evident. New
two-year schools have been started at Rutgers:, the

University of Hawaii, and Michigan State, and
twelve new four-year medical schools are in vari-

ous stages of producing new doctors for the 70’s.

These new schools in Massachusetts, Connecticut,

New York, Ohio, and the Southwest jointly esti-

mate a maximum yearly class of 1,078 students

—

a liberal addition to the medical manpower of the

country.

But the doctor-patient ratio is not the only way
to look at the problem of medical manpower. Doc-

tor Rashi Fein, an economist, provides a lucid

analysis: in an article, “An Economist’s View,” pub-

lished in the Journal A.M.A. for September 11,

1967. He distinguishes between medical manpower
and medical services and underlines more medical

services as the specific need of tomorrow. Medical

service may be increased in many ways besides

increasing the number of doctors—for example,

through new discoveries, new technology, and new
types of ancillary personnel. All of these factors

promote increased productivity of presently avail-

able physicians.

Increased productivity is a familiar idea in eco-

nomics. But the concept of increased medical pro-

ductivity has not had widespread consideration

from individual physicians. The objective is a de-

sirable one; the mechanics of implementing it will

be difficult.
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BLUE CROSS AND BLUE SHIELD

Before the recent annual convention of the

American Hospital Association in Chicago, Eugene

L. Staples of the AHA Council on Blue Cross and

Finance stated that the development of a service

benefit program for medical care must be developed

by Blue Cross if it is to meet future needs in fi-

nancing health care. He continued: "If Blue Cross

is to continue to be the preferred method of fi-

nancing health care, the serious handicaps of its

association with Blue Shield Plans must be over

come [
!

] He said that while usual and cus-

tomary charges for medical service are approxima-

tions of service benefits, the terms are not synono-

mous and can “generate considerable ill-will and

misunderstanding.” He further stated that “The

intractable attitudes of Blue Shield in the past

probably indicate a future resistance to a wide-

spread service benefit contract,” and concluded: “At

some future time, Blue Cross must therefore be

willing to offer a service benefit program for

medical care and sever its ties with Blue Shield.”

He realized that this move would almost certainly

cause “stormy gales of criticism” against Blue

Cross within organized medicine, but urged that

“Blue Cross must be willing to stand firm.”

We have sensed no such belligerence in Rhode
Island Blue Cross, with which we have a close and

cordial working relationship, or within the Hos-

pital Association of Rhode Island, the local AHA
affiliate. But we should like some reassurance.

Cut-Rate Medical Services For Welfare Patients Obsolete

That we in Rhode Island are not alone in our

conflict with the State authorities over refusal to

pay usual and customary fees for Medicaid pa-

tients is emphasized in the following excellent edi-

torial appearing in a recent issue of our distin-

guished neighbor and contemporary, the New Eng-

land Journal of Medicine. It is reprinted in full

for the information of our readers.

The Editor

RESISTANCE TO CHANGE UNDER MEDICAID
The legislated mandate that the quality of medi-

cal services provided Medicare and Medicaid bene-

ficiaries be comparable and the assurance by the

legislation’s sponsors that there will no longer be

any second-class citizens as far as medical care is

concerned have precipitated a conflict of interpreta-

tion that cannot be resolved until those responsible

for implementing Medicaid on a state and local

level do what they have been urging physicians in

organized medicine to do for years—abandon their

insistence on the status quo and realize that the

socio-economic aspects of medicine have changed.

The change was anticipated years ago. The trend

(encouraged by criticism from outside the profes-

sion) away from the sliding scale of fees toward a

relatively stable fee schedule, based not on the

patients’ income but on the procedure performed,

and the growth of payments to physicians by th'rd

parties with their insistence upon detailed identifi-

cation and explanation of charges augured drastic

changes in medical economics.

The current hassle over whether or not usual and

customary fees should be paid physicians for serv-

ices rendered Medicaid patients as they are for

services to Medicare patients indicates that despite

pronouncements from national welfare leaders to

the effect that Medicaid is not a welfare program

but a social program financed by taxes, there are

welfare leaders in the field who cannot accept the

fact that, under third-party arrangements, the tra-

ditional concept of free medical service to welfare

patients is obsolete. Their resistance is formidable.

As of this writing, less than half of the approxi-

mately 30 states that have implemented Medicaid

are paying usual and customary fees. Admittedly,

there are fiscal problems involved, with which the

physician as a taxpayer can sympathize. It is appar-

ent, however, that welfare directors in most states

are refusing to accept even the principle of usual

and customary fees for Title XIX beneficiaries.

The welfare directors seeking cut-rate payments

to physicians under Medicaid are virtually demand-
ing that physicians subsidize the Government—

a

Government that has assumed the responsibility of

paying for medical services to a large segment of

the population. The traditional ethical principle that

physicians should treat patients in need of medical

care without regard to their ability to pay is noble

in concept and practice. Once, however, the patient

becomes the beneficiary of a federal or state pro-

gram that guarantees that he will receive high-

quality medical care, and that it will be paid for, he

cannot justifiably be classed as a medical charity

case. The concept of the federal government as a

charity case is ridiculous.

There is every indication that it was the intent of

Congress to provide the same high quality of medi-

(Confinued on Page 779)



A Building Block approach
to treating hypertension

With these three therapeutic building blocks

you can create a once-a-day regimen to fit almost any degree

of hypertension. See the following pages for details . .

.



Consider starting your hypertensives

on this basic thiazide

A single daily dose of Enduron provides

sodium excretion around the clock

Enduron is a true 24-hour single-dose thiazide.

Its sodium excretion is not squeezed into an

abrupt peak during the first several hours. It

is well-sustained in a plateau-like effect—with

little reduction for the first 12 hours, and de-

cline thereafter only gradual.

Potassium loss, by contrast, is low. It reaches

an early minor peak, then subsides rapidly.

Moreover, since dosage is but once a day,

there is but one daily peak of potassium loss.

As with all thiazides, however, dietary potas-

sium supplementation should also be con-

sidered, especially in long or intensive therapy.

Use Enduron as an ideal starting therapy in

mild hypertension. Use it too, as a basic thera-

peutic building block with which other agents

can be joined, for managing your more re-

sistant hypertensives.

Once a day, every day

ENDURON 8

METHYCLOTHIAZIDE

Minimum Usual Intermediate Maximum

DAILY
DOSAGE
RANGE JJ JJ II J • UJ

2.5 mg. tablet 5 mg. tablet 7.5 mg. 10 mg.

See Brief Summary on final page of advertisement.



To build added response,

shift to Enduronyl

The deserpidine component adds

enhanced antihypertensive activity

The rauwolfia component of Enduronyl is de-

serpidine (Harmonyl®), a purified crystalline

alkaloid supplied only by Abbott. It augments

Enduron with its own antihypertensive and

tranquilizing action.

Thus the combined clinical effect of these two

therapeutic building blocks in Enduronyl is

.

greater than can ordinarily be achieved with

either alone.

To add flexibility, Enduronyl comes in two

strengths: regular and Forte. Both provide 5

mg. of Enduron. The variation is where most

helpful: in the deserpidine. The tablets are

scored, and give a surprisingly wide and

economical choice of once-a-day doses (see

below).

Choose Enduronyl for your patients in the

broad range of mild to moderate hypertension.

Patient acceptance is excellent!

Once a day, every day

ENDURONYL!
METHYCL0THIA2IDE 5 MG. WITH DESERPIDINE 0.25 MG.

ENDURONYL FORTE
METHYCLOTHIAZIDE 5 MG. WITH DESERPIDINE 0.5 MG.

Minimum Usual Intermediate Maximum
DAILY

DOSAGE J Qi
1 1 ^ fl B

i! J UJiji
RANGE

2.5 mg. methyclothiazide
0.125 mg. deserpidine

5 mg. methyclothiazide
0.25 mg. deserpidine

7.5 mg. methyclothiazide
0.375 mg. deserpidine

10 mg. methyclothiazide
0.5 mg. deserpidine

DAILY

DOSAGE
RANGE

J
2.5 mg. methyclothiazide

0.25 mg. deserpidine
5 mg. methyclothiazide
0.5 mg. deserpidine

m j
7.5 mg. methyclothiazide

0.75 mg. deserpidine
10 mg. methyclothiazide

1 mg. deserpidine

See Brief Summary on final page of advertisement. 707075-

R



Eutonyl affords a different kind of

basic therapy for moderate to severe cases

Effect tied to reduced peripheral vascular

resistance; no central depressant action

Eutonyl is a unique nonhydrazine agent. It is

reported to act by reducing peripheral vascu-

lar resistance. 1 -2

In clinical trials, significant reductions in mean

blood pressure were seen in 84% of patients

studied— all were moderate to severe cases.

Eutonyl lowers diastolic in proportion to sys-

tolic, and in about half of the cases studied,

reductions in the sitting and recumbent posi-

tions were nearly as great as in the standing

position.

Most important: There is no central depressant

action. In fact, some patients reported an in-

creased sense of well being.

Here, then, is a highly effective basic treatment

for moderate to severe cases—and one that will

not hamper your patient with lethargy or drow-

siness while on treatment.

Once a day, every day

EUTONYL
PARGYLINE HYDROCHLORIDE

MWl*

Minimum Usual starting Intermediate Maximum
DAILY
DOSAGE
RANGE W J / J J J J

10 mg. tablet 25 mg. tablet 50 mg. tablet

or as needed
200 mg.

1. Brest, A. N., et at., Cardiac and Renal Hemodynamic Response to Pargyline, Ann. N. Y. Acad. Sci., 107-1016, 1963.

2. Winsor, T., Pargyline Hydrochloride, Hypertension, Urinary Tryptamine, and Vascular Reflexes, Geriatrics, 19:598, Aug., 1964.

See Brief Summary on final page of advertisement.
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Eutron adds thiazide for enhanced

„ therapy with milder side effects

Only a 7/4 mm. span between standing and recumbent pressures

in clinical trials—reduced chance of orthostatic hypotension

The combining of Eutonyl and Enduron in Eu-

tron permits a significantly greater antihyper-

tensive effect than with either agent used

alone. This in turn may allow therapeutic suc-

cess with lesser dosage—and correspondingly

milder side effects.

A significant finding in clinical trials was the

drug’s action in lowering blood pressure to

nearly equal levels in all body positions. Total

average spread between standing and recum-

bent readings (after treatment) was only 7/4

mm. Hg.

n Thus, in your moderate to severe cases, Eutron

affords a usually smooth course of therapy,

often with reduced likelihood of orthostatic ef-

fects. (The usual precautions against rising

suddenly, of course, will always apply.) And,

because of the thiazide component, Eutron

may be used in the presence of congestive

heart failure.

Once a day, every day

EUTRON™
PARGYLINE HYDROCHLORIDE 25 MG.

WITH METHYCLOTHIAZIDE 5 MG.

Minimum Usual starting Intermediate Maximum

DAILY

DOSAGE
TANGE

12.5 mg. pargyline
hydrochloride and 2.5 mg.

methyclothiazide

25 mg. pargyline
hydrochloride and 5 mg.

methyclothiazide

37.5 mg. pargyline
hydrochloride and 7.5 mg.

methyclothiazide

50 mg. pargyline
hydrochloride and 10 mg.

methyclothiazide

See Brief Summary on final page of advertisement. TM—Trademark 707075-R



ENDURON' ENDURONYL
ETHTCLOTHMZIK Each tablet contains

Methyclothiazide 5 mg. with

Deserpidine 0.25 mg. or 0.5 mg.

Indications: Enduron is used to control edema and mild

to moderate hypertension; also used with other drugs for

hypertension. Enduronyl is used in mild to moderately
severe hypertension; when used with Enduronyl, more
potent agents can be given at reduced dosage to mini-

mize undesirable side effects.

Contraindications: Neither Enduron nor Enduronyl should
be used in severe renal disease (except nephrosis) or

shutdown; in severe hepatic disease or impending hepatic

coma; in patients sensitive to thiazides. Hepatic coma
has been reported as a result of hypokalemia in patients

receiving thiazides.

Enduronyl is contraindicated in patients with severe

mental depression and suicidal tendencies, active peptic

ulcer, or ulcerative colitis.

Warnings: Consider possible sensitivity reactions in pa-

tients with a history of allergy or asthma. If added potas-

sium intake is indicated, dietary supplementation is rec-

ommended. Enteric-coated potassium tablets should be
reserved for cautious use only when adequate dietary

supplementation is not practical because those tablets

may induce serious or fatal small bowel lesions consisting

of stenosis with or without ulceration. These small bowel
lesions have caused obstruction, hemorrhage and per-

foration frequently requiring surgery. Medication should
be discontinued immediately if abdominal pain, disten-

sion, nausea, vomiting or Gl bleeding occurs.

Precautions: Use thiazides with caution in severe renal

dysfunction, impaired hepatic function, or progressive

liver disease. In surgical patients, thiazides may reduce
the response to vasopressors and increase the response
to tubocurarine. Use thiazides with caution in pregnancy
(bone marrow depression, thrombocytopenia, or altered

carbohydrate metabolism have been reported in certain

newborn infants). Also reported have been: blood dys-

crasias including thrombocytopenia with purpura, agran-
ulocytosis and aplastic anemia; elevations of BUN,
serum uric acid, or blood sugar. Symptomatic gout may
be induced. Antihypertensive response may be enhanced
following sympathectomy.

Use Enduronyl with caution in patients with a history

of peptic ulcer, as rauwolfias may increase gastric secre-

tion. Discontinue at the first sign of mental depression.
Rauwolfia alkaloids may increase hypotensive effects of

surgery or anesthesia, and should be discontinued two
weeks prior. They also lower the convulsive threshold
and shorten seizure latency. In epilepsy, dosage adjust-

ment of anticonvulsant medication may be necessary.
Alcohol, barbiturates, or narcotics may potentiate action

of deserpidine.

Adverse Reactions: During intensive or prolonged ther-

apy, guard against hypochloremic alkalosis and hypo-
kalemia (especially the latter if patient is on digitalis).

All patients should be observed for signs of hyponatremia
(“low-salt” syndrome). Reported thiazide reactions in-

clude: anorexia, nausea, vomiting, diarrhea, headache,
skin rash, dizziness, paresthesia, weakness, photosensi-
tivity, jaundice, and pancreatitis.

Reported rauwolfia reactions include: nasal stuffiness,

nausea, weight gain, diarrhea, aggravation of peptic ul-

cer, epistaxis, skin eruption, and reduction of libido and
potency. Excessive drowsiness, fatigue, weakness, and
nightmares may signal early signs of mental depression.

EUTONYL EUTRON™
Each tablet contains
Pargyline Hydrochloride 25 mg.
with Methyclothiazide 5 mg.

Indications: For treatment of patients with moderate to

severe hypertension, especially those with severe dias-

tolic hypertension. Not recommended for patients with

mild or labile hypertension amenable to therapy with

sedatives and/or thiazide diuretics alone. It is desirable

to establish the dosage of Eutron by administering com-
ponent drugs separately.

Contraindications: Pheochromocytoma, advanced renal
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RESISTANCE TO CHANGE
UNDER MEDICAID
(Concluded from Page 776)

cal care to Medicaid beneficiaries as provided to

Medicare beneficiaries. It is apparent that it is also

the intent of those responsible for setting up state

Medicaid programs. Their insistence, however, that

payments by the government to physicians for

high-quality medical care to indigent patients be on

a schedule less than usual and customary fees is

not only unfair but also, as is painfully evident,

unrealistic.

. . . Editorial in the NEW ENGLAND JOUR-
NAL OF MEDICINE (Oct. 5, 1967 issue)

reprinted with permission of publisher.

INTERNATIONAL CONFERENCE ON ABORTION
An International Conference on Therapeutic

Abortion sponsored jointly by the Kennedy Foun-
dation and The Harvard Divinity School convened
in Washington, D.C., on September 8, 1967 in

plenary session.

This Conference brought together in interdisci-

plinary discussion physicians, basic medical scien-

tists, social scientists, lawyers, and multi-denomi-

national representatives of the clergy.

Although there were no wide areas of agreement

on the approaches to this complicated problem, an

attempt was made by each discipline to formulate

a baseline of agreement, however narrow, as a

point of orientation for future public understand-

ing and discussion.

Some of the basic concepts on which there was

tacit agreement were:

1. Therapeutic abortion is but a thread of the

complex fabric into which the social, politi-

cal and economic patterns of marriage, intra

and extra family environment, and repro-

duction are woven.

2. No stable figures for the number of abor-

tions either performed or desired were forth-

coming.

3. Prevention of pregnancy was more palatable

than termination.

4. Current legislation already enacted or under

consideration based on the recommended

DERMAQUIZ ANSWERS
(See Page 739)

At left, a dermatological entity called: Berlock der-

matitis.

It is not an eponym. It is a spelling variety of the

French breloque, a pendant, a chain, something hang-
ing from the neck.

It is due to the practice of pouring Cologne water
on the back, especially in summer for cooling pur-
poses. The main ingredient of Cologne water is oil

of bergamot which, combined with summer sun, pro-
duces the streaking effect.

At right, a less sophisticated dermatosis. In certain
neuroses, itching is connected with bugs, as a rule,

imaginary. The man poured undiluted Sylpho-nathol
on his back, hoping to kill the bugs and be relieved
of his itching.

penal code of the A.L.I. covers only 15-20%
of the therapeutic abortions done in the

U.S.A.

5. Criminal Law and Moral Law are not syn-

onymous with respect to therapeutic

abortion.

6. The fetus does have a constitutional right

under the doctrine of equal social justice.

7. No significant medical controversy exists

today involving the choice between a moth-

er’s and fetus’ life.

8. A mother’s life expectancy or health, how-

ever, may be prejudiced by a pregnancy.

9. The fertilized human ovum especially after

implantation has the genetic potential to

produce an individual, whereas the sperm

and the unfertilized ovum do not.

10.

Lawyers must specify who shall be qualified

to perform abortions and be the architects

of any controlling legislation.

From a theistic point of view therapeutic abor-

tion involves an agonizing decision.

Public descussion of the problem must ensue so

that an enlightened society can adopt a course of

action with acceptable conclusions and a respect

for contrary views.

No readily enforcible law can be currently writ-

ten regarding therapeutic abortion which involves

a large segment in controversy.

Curran & Burton
DIVISION OF TEXACO INC.

1120 Eddy Street

Providence, Rhode Island

HOpkins 7-8050

INDUSTRIAL AND WHOLESALE
FUEL OILS
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HOUSE OF DELEGATES
(Continued from Page 774)

Society’s appointee as a director of the Postgradu-

ate Institute.

3. Dr. Maurice Adelman was named as the So-

ciety's official delegate to an AMA sponsored Con-

ference on Nursing to be held in Chicago in

October.

4. In lieu of a new committee, the Public Health

Committee of the Society was approved to explore

the feasibility of a health fair within the next two

years.

5. Amendments to the bylaw's to provide for a

Speaker and a Vice Speaker of the House were

reviewed and approved.

6. The request of the House that a committee

of the Society be named to inform the members
regarding existing or planned federal and/or state

health programs was referred to the existing Com-
mittee on Medical Care Plans as the committee to

assume the task.

7. The Council explored the feasibility of addi-

tional House meetings and noted that three meet-

ings are held annually as stated meetings, and ad-

ditional meetings may be called by the President.

It appears to the Council, therefore, that adequate

mechanisms exist for the calling of additional House
meetings (as was done in 1966) when the volume

of work necessitates such sessions.

No meetings in 1966 exceeded three hours in

length, and in the opinion of the Council the pres-

ent meetings arrangement should continue, with

the President to call additional sessions at his dis-

cretion or, as provided in the bylaws, on the writ-

ten petition of eleven delegates or twenty-five

members.

8. The guidelines regarding Therapeutic Abor-

tion adopted by the House of Delegates of the

AMA at its annual session at Atlantic City in June
were referred to the Committees on Maternal

Health and Medicine and Religion for review.

9. Reports of the Treasurer were reviewed and

approved.

10. The suggestion was made that the Provi-

dence Medical Association invite physicians on

the Brown University faculty to join the Associa-

tion and the Rhode Island Medical Society.

11. Co-sponsorship was approved with the AMA
Council on Foods and Nutrition for lectures to

be given on clinical nutrition to the students and
faculty of Brown, Providence College, and the

University of Rhode Island.

12. Approval was given to notify the members
of the Monopoly Subcommittee of the Senate Small

Business Committee of the House resolution rela-

tive to generic drugs.

13. Statewide use in the white sections of tele-

phone directories of M.D. after the name of doctors

of medicine was approved.

14. Approval was given of the acceptance by
the Society of a $2,500 grant from the Division

of Health Mobilization, USPHS, to be used by
the Disaster Committee of the Society in further-

ing disaster preparedness in Rhode Island.

15. Dr. John E. Farley, Chairman of the Child-

School Health Committee of the Society, was

named as the Society’s official delegate to the AMA
National Conference on Physicians and Schools.

16. Approval was given of a list of nominees

submitted by the President to Governor Chafee

for Society representation on the Advisory Com-
mittee for Comprehensive Health Planning.

17. Approval was given of a list of physicians

submitted by the President to the State Director

of Health as a Task Force to aid him in reviewing

and revising hospital licensing regulations.

18. Approval was given of the President’s reply

to the R. I. Health Facilities Planning Council

that the Society and the R. I. Osteopathic Society

are eminently qualified to resolve mutual prob-

lems in the interest of better health care for the

people of the State; and, therefore, an additional

committee of the two professions, as proposed by

the R. I. Health Facilities Planning Council, is

not needed.

19. Approval was given of the President’s noti-

fication to the Bar Association of the Society’s

concern regarding the action taken by the Associa-

tion against the Medical Clearing Bureau.

20. Dr. Laurence A. Senseman was named Chair-

man of the Committee on Mental Health to suc-

ceed Dr. David Fish who had asked to be relieved

of the assignment.

21. Dr. Jeannette E. Vidal was named by the

President, in accordance with the bylaws, to be

Trustee-at-Large on the Board of Trustees of the

Medical building for the year 1968.

22. Dr. Bertram H. Buxton was named by the

President to be the Society’s official representative

at the Plenary Session of an International Con-

ference on Abortion held in Washington under the

auspices of the Joseph P. Kennedy, Jr., Foundation.

23. Drs. John A. Dillon and F. W. Gilman were

the Society’s official delegates to a National Con-

ference of State Medical Journals sponsored by the

State Medical Journal Advertising Bureau.

24. Approval was given for the inclusion with

the annual dues assessment notice to the member-

ship of a RIMPAC mailing to secure members.

25. Dr. A. A. Savastano and Mr. Maurice Zar-

chen. Director of Athletics at the University of
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Rhode Island, were named as the Society’s official

delegates to the AMA Conference on the Medical

Aspects of Sports.

26. The Chairman of the Medical Economics

Committee and the Chairman of the Social Wel-

fare Committee were designated as the Society’s

official delegates to the 2nd National Congress on

Socio-Economics to be held in Chicago in March

under AMA sponsorship.

27. The Secretary was instructed to notify Dis-

trict Societies regarding the listing in the yellow

pages of local telephone directories of physicians

not in office in the area and to ask for a local

review of the problem and for recommendations

regarding possible Society policy.

28. The information card distributed to mem-

bers regarding public notices was reviewed and re-

vised.

29. The Council, for the Society membership,

expressed the sympathy of all to Mrs. David De-

Jong, librarian, in the death of her husband.

30. The President was authorized to appoint a

special committee to do everything possible to im-

prove the medical examiner system in Rhode Island.

REPORT OF THE CHAIRMAN OF THE BOARD OF
TRUSTEES OF THE MEDICAL LIBRARY BUILDING

In accordance with the action of the Council

and the House, the Trustees of the Medical Li-

brary building have proceeded with the additions

and repairs to the Library building.

Two additional office rooms have been erected

at the rear of the auditorium to house the equip-

ment previously on the balcony and in the open

area of the auditorium. This project has been made
possible through the bequest to the Society by the

late Dr. Louisa Paine Tingley.

With the approval of the Council the interior of

the building is being painted, with only the audi-

torium to be completed at this date. In addition,

a contract has been negotiated for the installation

of floor rugs in the reading room, the offices, the

basement dining room, the Medical Bureau area,

and the foyer and second floor landing, and a run-

ner for the middle aisle of the auditorium. The
rug contract was let after bids had been secured

from three outstanding firms. This project is to

be funded from a bequest by the widow of the late

Dr. Pearl Williams whose will is now in probate.

Other repair work done since the spring has in-

cluded extensive replacement on the roof to cor-

rect weaknesses that resulted in several leaks dur-

ing the past winter which resulted in interior

damage.

Our Medical Library increases in value each

year, and the Trustees are pleased that the gen-

erosity of several former members of the Society

has made it possible for us to improve our building.

F. Bruno Agnelli, M.D.
Chairman

REPORT OF THE TREASURER

John A. Dillon, M.D.

I report to the House at this time on the fol-

lowing matters:

Agency Account

The Council has review the statement of the

Society’s account as submitted to me by the Trust

Department of the Industrial National Bank show-

ing the market values as of July 31, 1967.

The Trust Officer handling the account has re-

ported:

“The funds of the Society, as indicated on the

sheet showing the participating funds and units,

have increased as a unit value from $19,549 as

of the April accounting to $19,657 as of this

review. We have examined the individual hold-

ings in the account and believe the securities are

satisfactory. We therefore have no recommenda-

tions for change.”

Membership
This year seven members were dropped for non-

payment of annual dues. Two of these former

members have moved out of the State.

(Continued on next page)

COMPLETE, ACCURATE AND PROMPT

ANALYSIS

HOPKINS MEDICAL LABORATORY

322 Broadway

Providence, Rhode Island

Tel. GAspee 1-7244

Res.: 725-5996

Angelo G. Viticonte, AB;MT.

Director

Ascanio Di Pippo, Ph.D.

Biochemistry



782 RHODE ISLAND MEDICAL JOURNAL

Budget for 1968

In accordance with the bylaws a budget for the

ensuing year is to be submitted at the September

meeting of the House. The estimated budget for

1968 is predicated on current incomes and expenses,

and we have tried to estimate to the best of our

ability for contingencies that may arise in the

operation of our very active Society.

CHILD SCHOOL HEALTH
During the past few months, in following the

previous decision by the Committee to attempt to

have summer camps in Rhode Island become more
flexible in their dating of physicals for camp en-

trance, letters were sent to all existing Rhode Is-

land camps encouraging them to backdate their

requirements for such physicals to a period of at

least six months. There has been some preliminary

evidence of success in this regard.

In studying the quality of medical care received

by children who were institutionalized under State

auspices, it was learned that there is no provision

in the Department of Social Welfare budget for

pediatric care of children in Rhode Island Training

Schools. It is felt that this is an inequality which

should be corrected, as the aim of the State should

be to provide optimum medical care for such chil-

dren and recommendations to this effect will be

made to the DSW for the inclusion of funds for

pediatric care of these children.

Summer HeadStart 1967 represented the first

time that children in the programs were funded by
Title 19 monies in qualified families. It would

therefore appear that efforts should be made in

procuring subsequent HeadStart programs that

these children be directed as much as possible to

their own physicians for physical exams. It was

also brought to light that because of characteris-

tics imposed by R. I. DSW, only approximately

l/3rd of the children in these programs, even

though they came for the most part from families

under poverty guidelines, were eligible for Title 19

monies, contrary to popular conceptions. It is felt

that some effort should be made to change the

characteristics imposed.

Respectfully submitted,

John E. Farley, Jr., M.D.
DISASTER

The current activity of the Disaster Committee

is in preparing for a workshop to be held at a

date to be scheduled before December 1, 1967,

under a grant from Region I of the Division of

Health Mobilization, U.S. Public Health Service

The workshop is to be a multidiscipline meeting

involving not only the Disaster Committee, but

also public health officials, hospital administrators,

nurses, and paramedical personnel. Its purpose will

be to set up and plan a course of training for
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emergency care involving medical and non-medi-

cal personnel.

At a meeting of the Disaster Committee to be

held October 2, 1967, the workshop’s details will

be formulated, with the expectation of setting dates

and securing speakers for a November presentation.

John B. Lawler, m.d.

Chairman
MEDIATION COMMITTEE

Since the last meeting of the House of Delegates

there have been four regular and two special meet-

ings of the Mediation Committee. The special meet-

ings were combined meetings of the Ad Hoc Com-
mittee. These meetings were directed exclusively

to the problems of the Ad Hoc Committee with

representatives of the Blue Plans present. The de-

fendant physicians were also in attendance.

The committee was able to adjust complaints to

fee charges to the satisfaction of the Blue Plans

with the exception of a single series which was

referred to a special committee. The Blue Plans

have written a letter of thanks to the Mediation

Committee for the services rendered.

Of late there has been a noticeable change in

the attitude of the public toward our committee.

We are now receiving many complaints addressed

directly to the Mediation Committee in which the

complainant requests a hearing. Unless we adopt a

plan similar to the Pima County or the New Jersey

Plan it is not at present feasible to grant the ma-

jority of these requests.

Francis B. Sargent, m.d.

Chairman

THE FUTURE OF THE PRIVATE PRACTICE OF
MEDICINE

A physician must observe a patient’s pathological

signs and symptoms with a wary, objective attitude

in order to establish an adequate diagnosis for ef-

fective treatment to be instituted. This Commit-

tee’s “patient” is the Private Practice of Medicine,

and we hope our observations will stimulate “con-

sultants” among our colleagues to suggest and in-

stitute effective measures to preserve its good

health.

I Observations from signs and symptoms:

A. Centralization of Control. In addition to the

Social Security (Medicare-Medicaid) System, the

Federal Government is centralizing control over

medicine through development of integrated region-

al centers. Signs and symptoms of this diagnosis

are:

1. PL 89-239 ( Heart Disease, Cancer and Stroke )

Enacted October 6, 1965, as an amendment to

Title IX of the Public Service Act, in order to

create regional medical centers’ programs, this po-

vides:

a. Appropriations'. $50 million in 1966, $90
million in 1967; $200 million in 1968.

(Continued on next page)
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b. Purposes'. Grants to non-profit private uni-

versities, medical schools, research centers, and pub-

licly used non-profit private institutions and agen-

cies ... for planning and conducting feasibility

studies and operating pilot projects for the estab-

lishment of regional medical programs of research,

training and demonstration activities including

construction and equipment of facilities.

c. Definition of Demonstration Activities'.

those which are set up for the purpose of “educat-

ing” physicians and other health personnel.

d. Essential Characteristics :

(1) All applications for grants must be ap-

proved by the National Advisory Council on Re-

gional Medical Programs.

(2) A Regional Advisory group must be

composed of practicing physicians, medical center

officials, hospital administrators, representatives

from appropriate medical societies, voluntary health

agencies, representatives of other organizations en-

gaged in similar activities and members of the

public.

2. PL 89-751 ( Allied Health Training Act). This

and the following 8 laws all support the “Centers”

concept. (1) It authorizes the use of $105 million

over 3 years to provide:

a. Grants to construct allied health training

centers.

b. Operational and training grants.

c. Student loan programs.

3. PL 89-749 ( Comprehensive Public Health

PERSONALIZED

BILLING SERVICE

FOR DOCTORS
No Ledger Cards-No File Cabinets

No Equipment For You To Buy

Absolutely No Change In Your Present

Ledger Card System

Our Efficient Low-cost Service Guarantees

Prompt Mailing Of Your Bills

Statements, Envelopes and Postage Included

May We Serve You?

PROFESSIONAL BILLING
SERVICES

231-3482

Amendments) Funded for a one-year pogram in

fiscal 1968, then to be re-evaluated and perhaps

extended, this authorizes grants for:

a. State health planning (eg. R.I. Health Fa-

cilities Planning Council).

b. Areawide health planning.

c. Demonstration projects.

d. Comprehensive health services.

e. Graduate public health training.

(Note: the AMA supported interchange of per-

sonnel with Stales, area-wide planning, grants for

support of public health training, and training of

personnel for State and local healthwork; but it

opposed the diffuse language for “comprehensive

public health services” and project grants for un-

defined “health services;” and it recommended

that State Medical Societies have membership on

the State health planning councils and that these

councils should approve the State plans.)

4. 89-794
( Economic Opportunity Act Amend-

ments) Authorize:

a. Use of Community Action Program Funds

for family planning among the poor.

b. Neighborhood health centers (eg. Progress

for Providence, which expanded from 1 center to

9 centers in less than a year’s time and now offers

treatment orginally excluded from proposed func-

tions limited to diagnosis and referral).

c. Use of funds for treatment of narcotics

addicts.

5. PL 89-795 ( More Economic Opportunity Act

Amendments) Authorize:

a. Family planning information.

b. Medical assistance and supplies.

c. Plans for 50 neighborhood health centers

(eg. Progress for Providence).

6. PL 89-105 ( Community Mental Health Cen-

ters) Provides grants to build community facilities

and cover costs of initial staffing.

7. PL 89-109
(
Community Health Services Ex-

tension) Enacted to:

a. Expand existing federally supported voca-

tion programs.

b. Establish health service clinics for migrant

workers.

c. Develop various other community health

activities.

8. PL 89-333
( Vocation Rehabilitation Amend-

ments) Provides grants for vocational rehabilitation

services, including construction of facilities and

workshops.

9. PL 89-4 ( Appalachian Regional Development

Act) Provides, among other things, “grants” for

“demonstration” health facilities.

10. PL 89-754 {The Demonstration Cities Act—
Title V) Authorizes mortgage insurance loans for

construction of group practice facilities only for

non-profit group practice.
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B. The Growing Government — Campus Partner-

ship. At the heart of the integrated regional centers

noted above are the colleges and universities which

must do governmental bidding or lose essential

federal subsidies (eg. grants). Signs and symptoms

of this diagnosis are in the following:

1. Excerpts from ‘‘Life with Uncle” (2):

a. Our growing socialistic system forces col-

leges and universities to become more deeply in-

volved in politics. Since Tuitions, private contri-

butions, and State Allocations together fall far

short of meeting the total cost of American higher

education, and since costs rise, the gap widens; and

universities eventually become totally economically

dependent upon the Federal Government for sur-

vival and maintenance both of their physical plants

and their faculties.

b. As the Federal Government does more than

provide funds, formulates overall educational and

research goals, and gives greater direction to the

programs having federal support, the civic pur-

poses of academic freedom become compromised.

c. The greatest fear is that scholars will con-

fine their studies to areas where federal support is

known to be available and that institutions will be

unable to resist the lure of federal funds. The De-

partment of Classics is as important in the college

as is the Department of Physics, but federal funds

can be used to enhance the one while diminishing

the other.

d. Future generations may pay the penalty if

applied-research requirements are met at the ex-

pense of basic-research requirements.

e. In this growing partnership, the President

and the Congress of the United States are side-

stepping a major issue — the separation of Church

and State.

2. Notes and quotes concerning prospective med-

ical education and care programs made at the

American College of Physicians Regional Meeting,

held September 8 and 9, 1967 in Providence:

a. Speaking at the Rhode Island Society of

Internal Medicine luncheon September 9th in

Sharpe Refectory, the President of the American

Society of Internal Medicine, James J. Feffer,

M.D., F.A.C.P.:

( 1 )
Noted his own happiness over the pas-

sage of Medicare (PL 89-97, Title XVIII).

(2) Was critical of Medicaid (PL 89-97,

Title XIX) and of organized medicine for having

“fostered” it.

(3) Predicted the end of both the charity

patient and the private patient.

(4) Observed that already 22% of intern-

ists are in full-time salaried positions and that many
others are leaving private practice.

(5) Stated that doctors are to become “ad-

ministrators, insurance men and politicians.”

b. Some concepts of future medical education

were clearly stated at a symposium on “Medical

Schools in Development — Their Role in the New-
er approaches to Medical Education” (3) and after

the American College of Physicians banquet the

preceding evening (4) as follows:

(1) A “humanistic,” “existential” approach.

(2) “Integration” of:

(a) Basic and clinical science

(b) Medical education through the bio-

logical sciences into assuming “university responsi-

bilities.”

(c) The community into the university

through health and welfare as the university “in-

tegrates' into the community by taking a direct

hand in the delivery of patient care through asso-

ciated community hospitals.

(3) Development of Departments of Fami-

ly and Community Practice into which General

(“Family”) Practitioners would bring their whole

practices, as they become full-time faculty mem-
bers, devoting 1/3 of their time to teaching. (The
patient-physician relationship in this situation was
not discussed.)

(4) Elimination of the “charity patient” as

a “teaching specimen” through the use of such

Federal Government programs as Heart Disease,

Cancer and Stroke. (No explanation was given as

(Continued on next page)

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treat-

ment of nervous and emotional disorders a* well as

long term geriatric problems.

Physical, neurological psychiatric and psychological

examinations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and
conveniently located institution.

L. A. Senseman M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.
Oliver S. Lindberg M.D. William H. Dunn, M.S.W.
P. Wendel Johnson, Ph.D. Therba Johnston, Ph.D.

Referred patients are seen daily (except Saturdays)
9-12 A.M., and by appointment.

R. I. Blue Cross Benefits Tel Southqate 1-8500

Special Rates for Long Term Care



786 RHODE ISLAND MEDICAL JOURNAL

Q. <U

E £

E .22

T3
<u

>
*C->

U
V

V

-G U
H h

<U
>
<u

T3
V
a
v
0-4

v
OJ -o
3 <L>

« ^ -a

« >*
Ki

bo o
E p

8 8
Tf

v "U

o §

<L) -M£ c v
a S3 2
c ^ p

O QJ
O J2
i-.

H -

j>* uH 5a
2
^ CJ

a -2

03

2
Ow
s_

a;

a,

_ <U

c3 -2

-2 c/3

.-2 a
£ .2

.2
be

'«

£
â,
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to how tax-paying patients are going to be “per-

suaded to become “teaching specimens.”)

3. Conversational comments made by 2 visiting

Canadian physicians about:

a. The Montreal radiologists who are “with-

holding services” in a professional-economic dispute.

b. Degeneration of professionals into having to

assume labor-union tactics under 3rd-party domi-

nated medical systems.

c. There being fewer and fewer house-staff

trainees who are native Canadians.

d. The “brain drains”: to Canada of non-

North-American dootors and to the U.S.A. of Ca-

nadian and other dactors.

II. Therapy instituted by various physicians

throughout the United States and recommended by

this Committee to Rhode Island physicians last

year has produced some hopeful results. The Social

Security Amendments for 1967 (HR 12080) as

passed by the House of Representatives contain 3

desirable changes as a result of physicians main-

taining stands for direct billing and against hos-

pitalization certification forms for Medicare pa-

tients. These changes are:

A. “Payment to Physicians Uunder the Supple-

mentary Medical Insurance Program.” (This sec-

tion means that physicians may directly bill the

Medicare patient by merely submitting an itemized

bill, and the patient can collect from the carrier

for 80% of the “reasonable charge;” whereas be-

fore it was required that the patient submit a

receipted bill in order to receive reimbursement

from the carrier.)

B.
“Requirement that a Physician Certify the

Need of In-Patient Hospital Services
.”

(This sec-

tion means that the trouble-making certification

for hospitalization of Medicare patients, which im-

pugned the intergity of physicians, will be elimi-

nated.)

C. “Direct Billing of Patients under Medicaid.”

(This section means that physicians may directly

bill Medicaid patients, who are not also cash as-

sistance recipients, on a basis of an unpaid, item-

ized bill — as state law may permit.)

Hopefully, the Senate will retain these changes.

Appropriate letters to our Congressmen can be

helpful.

References:

1. From the American Society of Internal Medicine

Regional Conference—1967, held January 14-15.

2. From “Life with Uncle,” a cooperative effort

by a score of schools, colleges and universities

with the American Alumni Council, copyrighted

in 1967 by Editorial Projects for Education, Inc.

3. Symposium participants:

a. Mac V. Edds, Jr., Professor of Biology and

Director of Medicine, Brown University —
Moderator.
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b. Evan Pattishall, M.D., Ph.D., Professor and

Chairman, Department of Behavioral Sci-

ences, Pennsylvania University College of

Medicine.

c. Edmund D. Pellegrino, F.A.C.P., Professor

and Chairman, Department of Medicine and

Director of Medical Center, State University

of New York.

d. Scott W. Swisher, Jr., F.A.C.P., Professor

and Chairman, Department of Medicine, Col-

lege of Human Medicine, Michigan State

University.

e. Myron Stein, M.D., Brown University, Asso-

ciate Professor of Medicine, Rhode Island

Hospital.

4. American College of Phvsicions Banquet Speak-

ers:

a. Ray L. Heffner, Ph.D., President Brown Uni-

versity.

b. R. M. Kampmeier, F.A.C.P., President,

American College of Physicians.

Albert. S. Anderson, m.d.

Chairman
MEDICAL CARE PROGRAMS

The Council proposed an Ad Hoc Committee to

be named by the President to inform the Society

what federal and/or state health programs are in

existence or planned, and how the Society might

influence the use of federal and state funds to

make the worthwhile programs most effective. The
House approved the proposal, and the President

has referred the matter to the Medical Care Pro-

grams Committee rather than establish a new com-

mittee for this task.

Your Committee recognizes the necessity that

every member of the Society be informed of the

many governmental programs in operation or

planned, but it calls to the attention of the House

that the Journal of the American Medical Associa-

tion and the AMA News provide physicians with

inforation regularly regarding federal programs,

and our own Rhode Island Medical Journal
has given liberal coverage of federal and state

health programs.

For example, since 'the first of the year our

Journal has provided reports on the meetings of

the House of Delegates of the AMA, of our own
House actions and, in addition, important commit-

tee reports such as those those on Child-School

Health, Social Welfare, the Future of the Private

Practice of Medicine, Medical Care Programs, and

the operation of Physicians Service. In addition it

has published an analysis of the Military Medical

Benefits Act of 1966 with highlights of Public Law
89-614, the Social Security amendments of 1967,

with comment, the Complementary Relationship

Between the Comprehensive Health Planning Act
(Continued on Page 790)

Designers l Suppliers of Offices

150 Dorrance Street • Previdence 3, R. I. • GAspee 1-5228

“BUT
MAESTRO
all those people out there!

I’m scared!” The young
soprano, waiting for the

curtain to rise on her New
York debut, trembled.
“Now, now, my dear,”
soothed the great impre-
sario, “never mind all those

people. I shall be in the

back row. Just walk out

there and sing to me!
Keep cool!”

Ah, she thought, that was
it! Cool — like Warwick
Club Pale Dry Ginger Ale,

available in the full 32-

ounce quart bottle! It sings
in the glass . . .
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lavage; intravenous fluids; maintenance of blood pres-

sure, body temperature, and adequate respiration). Di-

alysis may speed removal of barbiturates from body
fluids.

Dosage: 50-200 mg.
(

3A-3 grains) at bedtime.
[031767]
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MEDICAL CARE PROGRAMS
(Continued from Page 787)

and the Heart, Cancer and Stroke amendments of

1965, and the health and welfare legislation before

the General Assembly.

Outstanding articles have been published includ-

ing those by Doctor Charles Hudson of the AMA
on “The Receipted Bill,” by the retiring President

of the Providence Medical Association on “Sound

Principles For Prepaid Medical Care,” by the re-

tiring President of the Society on the “Doctor

Image,” and on “Hospital Costs in Rhode Island,”

the conclusions of the Rhode Island legislative

study commission.

It therefore appears to the Committee that suf-

ficient information is being published for the mem-
bership to read and thereby be authoritatively in-

formed on major legislative proposals.

Your Committee is considering what it hopes

will be a satisfactory and effective answer to second

request — “how the Society might influence the

use of federal and state funds to make the worth-

while programs most effective” — and it will en-

deavor to have a report ready for the House for

its next meeting.

Civilian Health and Medical Program of the

Uniformed Services

Appended to this report is a letter directed to

the President of the Society, and referred by him
to this Committee which has worked with the De-

partment of the Army in reviewing claims for bene-

ciciaries of the program. Your Committee makes
the following recommendations to the House:

1) The concept of payment of the usual, cus-

tomary and reasonable fee should be approved, and

the Department commended for taking the initia-

tive in establishing this policy.

2) The decision of the Department of the Army
to have Mutual of Omaha Insurance Company pay
Rhode Island physicians according to this method

be approved.

3) The Society should make available to Mutual
of Omaha the range of fees established through the

Society’s poll of its membership, and as utilized as

of July 1, 1967 by R.I. Medical Society Physicians

Service as the carrier for Medicare.

4) The same range of fees paid for Medicare

should now be released to the Travellers Insurance

Company solely for its use in the payment of Med-
icare claims for beneficiaries of the Railroad Re-

tirement Act since they receive the same benefits

as all other Medicare beneficiaries.

5) The Committee be authorized to continue to

assist the Department of 'the Army, and in addi-

tion, the Travellers Insurance Company, in the

review of any claims.

Richard P. Sexton, m.d.

Chairman

DEPARTMENT OF THE ARMY
3 August 1 967

Harry E. Darrah, M.D., President

Rhode Island Medical Society

106 Francis Street

Providence, Rhode Island 02905

Dear Doctor Darrah:

We have received a communication from the As-

sistant Secretary of Defense (Manpower), Wash-
ington, D.C., that it is his desire, and I quote:

“In those states where no contracts exist with

state medical societies the ‘usual, customary, and

reasonable’ fee concept developed by the Social

Security Administration in implementing the So-

cial Security Amendments of 1965 should be fol-

lowed.”

Accordingly, effective 1 July 1967 we have

adopted the customary and reasonable fee concept

developed by the Social Security Administration

in implementing the Social Security Amendments
of 1965 for payment of physicians in your state.

Arrangements have been made with Mutual of

Omaha Insurance Company to pay the physicians

according to this method. I believe you will agree

that this is in keeping with the desire of state med-

ical societies or associations and the American Med-
ical Association that all physicians be paid cus-

tomary and reasonable fees. It is hoped this will

be the result when the Medicare concept is fully

implemented in our program.

We would sincerely appreciate your continued

cooperation and support in providing advice and

assistance to our fiscal administrator in the same

manner that is now provided by your review com-

mittee^) to the Social Security Administration’s

“Medicare” Program. Please know your medical

committee has been most helpful to us during the

past two years. We would certainly welcome your

comments and suggestions in this regard.

Sincerely,

Norman E. Peatfield

Brigadier General, MC, USA
Executive Director

MEDICAL ASPECTS OF SPORTS
The Committee on the Medical Aspects of Sports

is very proud to report that the Sixth Annual Con-

ference on the Medical Aspects of Sports was held

at the University of Rhode Island on August 17

and 18, 1967. The Conference was again exception-

ally well attended with registrants coming from

twenty-five different states. The meeting was held

in the Frank W. Keaney Gymnasium on the Cam-
pus of the University of Rhode Island. Mr. Mau-
rice Zarchen, Director of Athletics at the Univer-

sity of Rhode Island, again did a tremendous serv-

ic to the Conference in preparing excellent physi-
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cal facilities. Twenty difference subjects were dis-

cussed at the meeting which included the Estima-

tio of Cardiovascular Fitness, The Management of

the Athlete with a ‘‘Nerve Pinch,” Effects of Ath-

letic Competition on Women, and Tackle Football

for Boys in Grades Six thru Ten. Among members

of the Faculty of the Symposium were representa-

tives of the University of Oklahoma, Oklahoma

State University, Michigan State University, Prince-

ton University, and the University of Rhode Is-

land. The Rhode Island Medical Society and the

State of Rhode Island were well represented as

nine of the speakers delivering lectures were resi-

dents of Rhode Island.

SCIENTIFIC WORK AND ANNUAL MEETING
I have the pleasure of reporting that the Com-

mittee on Scientific Work and Annual Meeting

has almost completed the scientific program which

will be presented at the Annual Meeting of the

Rhode Island Medical Society on May 7 and 8,

1968, at the Sheraton Biltmore Hotel.

Milton Helpern, M.D., Chief Medical Examiner

of New York City ,has agreed to deliver the Cha-

pin Oration on a subject which I know will be of

tremendous interest to the Society at large. Robert

L. Goddard, M.D., Commissioner of the Food and

Drug Administration, has also agreed to deliver an

address at our Meeting. Michael DeBakey, M.D.,

a world-renowned vascular and heart surgeon, has

indicated in writing that he will give a talk at our

Conference. In addition, Dr. Rouse, President of

the American Medical Association, not only will

bring the greetings of the American Medical Asso-

ciation but will also deliver a scientific talk. Other

well-known speakers have accepted our invitation;

consequently, our next Scientific Meeting prom-

ises to be one of extremely high scientific caliber.

PHYSICIANS AND CARRIERS WORKMEN'S
COMPENSATION

The Committee on Physicians and Carriers Work-
men’s Compensation cases wishes to report that

only a very small number of cases has come before

them during the past several months. Nevertheless,

each case is gone over completely and carefully by
the Medical Section of the Committee and when
necessary the Carriers’ members of the Committee
are also called in for discussion. The Committee

feels that many cases have been amicably disposed

of as a result of the careful consideration and rec-

ommendations made by the Committee. It is hoped

that the reason why not too many cases are brought

before the Committee is that the rapport between

the physicians of the State of Rhode Island and

the Compensation Insurance Carriers is very good.

A. A. Savastano, m.d.

Chairman

(Continued on next page)

HEALTH HAVENS
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New DISPETTE
Single dose disposable units

1 No measuring— no droppers—no bottles

Full dosage without waste or spillage

1 Space-saving refrigerator package

Practical and economical Poliovirus Vaccine
Live, Oral,Trivalent

ORIMUNE
CONTRAINDICATIONS and PRECAUTIONS: Do
not inject this vaccine. Postpone vaccination in those

with acute illness; in any condition having an adverse
effect on the immune response mechanism (leukemias,

lymphogenous diseases, dysgammaglobulinemias, during
treatment with immune serum globulins or with cancer
chemotherapy agents, etc.); in advanced debilitated

states; or if there is persistent vomiting or diarrhea, or
clinical signs of virus (including enterovirus) infection.

Live measles and oral poliovirus vaccines should proba-

bly be given separately.

SIDE EFFECTS of significance have not been reported.

However, the risk of vaccine-induced poliomyelitis, esti-

mated to be from 1:2,500,000 to 1:50,000,000 should

be considered.

Supplied in trays of 10. Order
through your Lederle Repre-
sentative or regular source of supply.

447-7—4964

COMMITTEE ON INDUSTRIAL HEALTH
The Committee on Industrial Health has met

with representatives of the Occupational Nurses’

Association and has approved of Medical Directives

for Occupational Health Nurses and for First Aid

Workers in industry.

The Committee submits these Directives to

the House of Delegates for its approval.

(See pages 747 and 768)

The Committee will also seek to have an amend-

ment made in the present State Narcotic Act

(Chapter 21-28, General Laws) to provide for the

administration of a narcotic drug by an occupa-

tional nurse on a written on verbal order of a phy-

sician. It is hoped that this amendment may be

prepared for introduction early in January in the

General Assembly.

Robert P. Sarni, m.d.

Chairman
PUBLIC POLICY AND RELATIONS

The House of Delegates has asked the Commit-
tee on Public Policy and Relations to explore the

possibility of full or part time public relations

counsel and to report to the House.

Your Committee has given this matter very care-

ful review and study during the summer months.

It was aware that the Society had previously au-

thorized that the Council might employ profession-

al public relations services when it considered such

services necessary for any projects of the Society.

Thus such counsel was utilized for the Health Fair,

and All Out Polio Campaign, and the End Measles

Campaign.

Our review and reading of programs in other

areas has indicated clearly that there is a distinc-

tion between public relations and publicity, al-

though the two terms are confused by many per-

sons and are used as if they were identical. Your

Committee asked the executive secretary for a re-

port in connection with its study, and because he

has not only given us a review of our major public

relations activities but has also made a clear presen-

tation of the entire issue, we include his report as

an appendix to this report to the House.

(See Page 763)

Your Committee feels that the Society should

expand in every feasible manner its educational

programs to its membership that they may have a

clearer understanding of the their individual re-

sponsibilities since they are per se our most vital

public relations force.

Concluded on Page 794)
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PERIPATETICS

Recently in Philadelphia, LAURENCE A.

SENSEMAN addressed the 93rd annual conven-

tion of the Women’s Christian Temperance Union.

He reported the accumulated information on two

hundred and thirty-two alcoholic patients treated

at the Fuller Memorial Sanitarium between 1959

and 1964.
* * *

New appointments in the past four months at

the Rhode Island Hospital include KURT E.

ROSE, Neurology and Psychiatry; DAVID N.

NEWHALL and ROBERT D. COLI, Medicine;

HENRY S. URBANIAK, JR., Orthopedic Surgery

and Fractures; HENRY J. ROBIDOUX and

HOWARD S. STURIM, Surgery.

* * *

The Annual Scientific Assembly at the Rhode
Island Hospital previously known as Research Day
will be chaired on November 4, 1967, by HER-
BERT FANGER, Chairman of the Research Com-
mittee.

* * *

HENRY S. M. UHL has announced a fall post-

graduate course in Internal Medicine to be held

on Tuesday evenings at 7:30 to 9:30 p.m. at the

Barus-Holley building on the campus of Brown
LTniversity. The faculty this year includes MIL-
TON W. HAMOLSKY, WALTER R. THAYER,
JR., ROBERT P. DAVIS, and MARIO G. BAL-
DINI.

* * *

The American College of Surgeons has announced
advancement to Fellowship of four Rhode Island

physicians: MARTIN E. FELDER, S. FRED-
ERICK SLAFSKY, CHARLES L. HOPPER, and
ANTHONY J. MIGLIACCIO.

*

IRVING A. BECK, Governor of the American

College of Physicians for Rhode Island, was host

to the regional meeting of the New England States

and Maritime Provinces in Providence. President

Ray L. Heffner of Brown University and R. H.
Kampmire, President of the American College of

Physicians, were speakers. The chairman of the

Program Committee was MICHAEL DiMAIO.
HENRY UHL had charge of arrangements.

* * *

AMERICO A. SAVASTANO has announced the

Surgeon-in-Chief pro tempore for the Department

of Orthopedics and Fractures at the Rhode Island

Hospital in the person of Robert Lee Patterson,

Jr., M.D., Professor of Orthopedic Surgery at

Cornell University Medical College, and Surgeon-

in-Chief of The Hospital for Special Surgery.
* * *

JESSE P. EDDY, III and SEEBERT J. GOL-
DOWSKY attended the International Cardiovas-

cular Society meetings in Vienna in September.
* * *

JOHN A. DILLON and JOHN F. W. GIL-

MAN, Associate Editors of this JOURNAL, at-

tended the Conference of the State Medical Jour-

nal Advertising Bureau in Chicago in September.
* * *

SEEBERT J. GOLDOWSKY, EDMUND T.

HACKMAN, WALDO O. HOEY, EARL J. MA-
RA, FREDERICK A. PIERCE, ARNOLD POR-
TER and STANLEY D. SIMON attended the re-

cent Annual Program Conference of the National

Association of Blue Shield Plans in Washington,

D.C., as members of the board of directors of the

R.I. Medical Society Physicians Service.

* * *

Two appointments in pathology at the Rhode
Island Hospital have been made. ALFREDO ES-

PARZA returns from the Wright-Patterson Aero-

space Research Laboratories, and ALBERT E.

KALDERON comes to the hospital from the De-
partment of Anatomy at McGill University, Mont-
real, Canada.

* * *

I. HERBERT SCHEFFER, upon retiring as

executive director of the Miriam Hospital, was
elected an Honorary Lifetime Member of the

Hospital Staff Association in recognition of his

“distinguished service to the ill as hospital admin-

istrator and medical officer in wartime,” and his

devotion to the hospital as administrator for more
than thirteen years.

* * *

FIORINDO A. SIMEONE delivered the 20th
Annual Gerber Oration at the Miriam Hospital in

October. The title of his address was “Surgery of

the Sympathetic Nervous System; A Study of

Changing Concepts.”
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HOUSE OF DELEGATES
(Concluded from Page 792)

Your Committee also takes a strong position on

the matter of group activity, and it calls to the

attention of the House the many major contribu-

tions that have been made, and are being made by
the Society, as noted in the executive secretary’s

summary of special activities. We believe that at

least one major program should be undertaken an-

nually by the Society, and carried to fulfillment

in the interest of the health of the general public.

Of immediate interest to the Committee is the issue

of perinatal mortality, and an all-out study of this

problem is recommended for the immediate future.

Other issues of general interest which the Com-
mittee has noted are those of highway safety, the

medical examiner situation in Rhode Island, dis-

aster planning, and pollution, whether of air, water

or by public dumps.

Your Committee is not in a position at this time

to establish a budget for the perinatal mortality

project, but it recommends that the Council be

authorized to approve reasonable expenses for pub-

lic relations services and allied help as needed to

focus attention on the problem and to publicize

possible solutions developed by the Society.

Committee on Public Policy and Relations

Stanley D. Davies, m.d.

John J. Cunningham, m.d.

Stephen J. Hoye, m.d.

William A. Reid, m.d.

Harry E. Darrah, m.d.

BONE-SEEKING ISOTOPES
(Concluded from Page 759)
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18Eisenberg, E. : Effects of Steroids on Calcium Dy-
namics. In Biological Activities of Steroids in Re-
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25Heaney, R. P. : Summary of Results From Clinical

Studies with Radiocalcium. In Medical Uses of Ca-
47. International Atomic Energy Agency, Technical
reports, No. 10, National Agency for International

Publications, Inc., New York, 1962
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(Continued on Page 796)
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308 PHENIX AVE CRANSTON, R. I. 02910

THE AMERICAN ASSOCIATION

DF MEDICAL MILK COMMISSIONS
IUPERVISES THE PRODUCTION OF

1. CLEANER. Lowest bacteria-count. Milk

checked before each milking. All utensils,

bottles, and equipment sterilized before use.

2. BETTER-PROTECTED. Strictest medical

supervision of herds and employees. Frequent

examinations and laboratory-control AT THE
FARM are required.

3. AUTOMATIC MILKING. Cows are milked

automatically by electric machine. Milk is bot-

tled without exposure to air or human touch.

4. BOTTLE CLOSURES. Must be of the high-

est quality to provide complete protection for

the milk and bear approval of The American

Association of Medical Milk Commissions.

5. MORE NUTRITIOUS. Cows scientifically fed

balanced ration. Nutrition control from soil to

delivery of milk. Same diet all year.

6. LONGER-LASTING, BETTER-TASTING. Diet

control, special handling, and shortest time of

delivery from cow to consumer assure fine

fresh flavor that lasts for weeks.

7. THE DOCTOR’S MILK. Produced, processed, bottled on farms super-

vised by Medical Milk Commissions. Each bottle bears the seal of the

A.A.M.M.C. and names of the supervising Commission and producing farm.

MILK COMMISSION OF PROVIDENCE MEDICAL ASSOCIATION

HILLSIDE FARMS, INC., 1308 Phenix Ave., Cranston, Wl 2-3400

Produced at Hillside Farm, Cranston, R. I.

Rhode Island's only Producer of Certified Milk
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BONE-SEEKING ISOTOPES
(Concluded from Page 794)

Kinetic Studies of Skeletal Disorders in Humans.
Clin. Orthop. 17 : 154, 1964

31 Marshall, J. H., et' al. : Microscopic Metabolism of

Calcium in Bone V : The Paradox of Diffuse Ac-
tivity and Long-Term Exchange. Radiat. Res. 10:

258, 1959

32Meltzer, W., et al. : Radioisotope Studies of Gen-
eralized Skeletal Disorders — Vitamin D Resistant
Rickets. Clin. Ort'hop. 17:269, 1960

33Milhaud, G., and Vesin, P. : Calcium Metabolism in

Man With Calcium-45: Malabsorption Syndrome
and Exudative Enteropathy. Nature 191 :872, Aug.
26, 1961

34Milhaud, G., and Aubert, J. P. : Exploration des
Principals Voies du Metabolisme Calsique Chez
l'Homme. Colloque de iBiophysique Journees Med.
de Bourdeaux, p. 209, 1958

35Norris, W. P., et al. : Ret'ention of Radioactive Bone-
Seekers. Science 128:456, Aug. 29, 1958

36Nordin, B. E. C. : Investigation of Bone Metabolism
with Ca-47 — a Preliminary Report. Proc. Roy. Soc.
Med. 52:351, 1959

37Ray, R. D., et al. : Calcium Metabolism. Fed. Proc.

20 (3) Pt. 2:119, 1961

38 Rinsler, M. G., et al. : Total Body Counting of Ca-47.
Sfrahlentherapie Suppl. 45:19, 1960

39Solomon, G. F., et al. : Psychologic and Osteometa-
bolic Responses to Sex Hormones in Elderly Ostea-
porotic Women. Geriatrics 15:46, 1960

40Tamvakopoulos, S. K.. et al. : Studies of Bone Dis-
ease Using Calcium-47. Surg. Forum 19 :458, 1963

41 Urist, M. R., et al. : New Approaches to t'he Prob-
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464, 1962

42 \\ endeberg, ,B. : Mineral Metabolism of Fractures
of the Tibia in Man Studied With External Count-
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OCCUPATIONAL HEALTH NURSES
(Concluded from Page 771)

industrial employment are true contact dermatoses;

however, not all eruptions arising in workers result

from the employment. Many cases are caused by
substances contacted outside of working hours. In

cases of skin disease that are suspicious of being

contact in origin, arrangements should be made for

prompt examination by the physician.

The treatment of nonoccupational skin disease

is not the function of an industrial medical depart-

ment. Any therapy by the nurse of occupationally

incurred skin disease and injuries should be limited

to the carrying out of instruction by the physician.

Minor skin injuries should be treated promptly

and adequately to prevent subsequent infection.

The use of sulfonamides, penicillin, and the local

anesthetics should be avoided in order to prevent

contact dermatitis produced by over-zealous treat-

ment.

The alleviation of itching, burning, and redness

should be exercised only by the use of soothing

applications. Proprietary compounds should be

avoided except for those recommended by the at-

tending physician or dermatologist. A dermotologi-

cal consultant or an experienced industrial physi-

cian should be consulted in the selection of stock

therapeutic materials to be applied to the skin.

ADDENDA
In instances of minor complaints other than in-

dustrial injuries, the Plant Nurse may dispense

aspirin. Within the bounds of the nursing profes-

sion she may advise employees regarding non-

occupational conditions and refer problems outside

of her nursing province to their family doctor.

PROVIDENCE MEDICAL ASSOCIATION . . . Meeting on DECEMBER 4, 1967

“A CLINICAL STUDY OF THE EFFECTS OF SURGERY ON
GASTROINTESTINAL TRACT FUNCTION—20 YEARS EXPERIENCE’’

HENRY THOMAS RANDALL, M.D.

Surgeon, and Director of the Division of Surgical

Research, Rhode Island Hospital; Professor of

Medical Science, Brown University.

At the Medical Library 8:30 P.M.
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chronic

illness
B and C vitamins are part of therapy: An imbalance of water-soluble vita-

mins and chronic illness often go hand in hand. STRESSCAPS capsules, con-

taining therapeutic quantities of vitamins B and C, are formulated to meet the

increased metabolic demands of patients with physiologic stress. In chronic ill-

ness, as with many stress conditions, STRESSCAPS vitamins are therapy.

Each capsule contains:
Vitamin B, (as Thiamine Mononitrate) 10 mg
Vitamin B 2 (Riboflavin) 10 mg
Vitamin B* (Pyridoxine HCI) 2 mg
Vitamin Bu Crystalline 4 megm
Vitamin C (Ascorbic Acid) 300 mg
Niacinamide 100 mg
Calcium Pantothenate 20 mg
Recommended intake: Adults, 1 capsule
daily, for the treatment of vitamin deficien-

cies. Supplied in decorative "reminder”
jars of 30 and 100; bottles of 500.

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York

628-6—3614
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SCANNING THE MEDICAL
LITERATURE

Surgical Correction of Coarctation of of the Aorta

in the First Year of Life. Grady L. Hallman,

James J. Yashar, Robert B. Bloodwell, and Den-

ton A. Cooley. Ann. Thorac. Surg. 4:105, 1967

If patients with coarctation of the thoracic aorla

develop heart failure during the first year of life,

prognosis for survival without operation is poor.

This report concerns 58 infants less than one year

of age who were operated upon during a 10-year

period because of intractable cardiac failure due to

coarctation. Resection and primary anastomosis

were performed in each instance. Patent ductus

arteriosus was usually present and was closed when
the coarctation was resected. Concomitant pulmo-

nary artery banding was done for ventricular sep-

tal defect. Twelve infants (21%) died after opera-

tion. The majority had preductal coarctation and

associated major cardiac anomalies. Forty-two in-

fants survived with improvement and were followed

for periods up to 11 years. Four patients died dur-

ing this follow-up period, usually during operations

or studies for associated cardiac anomalies. Only

2 patients (ages 5 and 8 years) required operation

for recurrent coarctation, and a satisfactory result

was achieved in each instance.

If intractable cardiac failure is present in infants

with coarctation, operation must be performed in

spite of young age and small body size. Resection

and anastomosis with proper management of asso-

ciated anomalies yield gratifying results.

Asthma Caused by FD & C Approved Dyes. Fran-

cis H. Chafee and Guy A. Settipane. J. Allergy

40:65, 1967

A case of severe intractable asthma due to sen-

sitivity to certain of the FD & C dyes, notably

Yellow, No. 5 Tartrazine is reported. These dyes

are commonly used to color drug tablets and cap-

sules, as well as many foods. A double-blind pro-

cedure was used to challenge this patient with sep-

arate dyes using uniform capsules. Yellow No. 5

Tartrazine precipitated an acute asthma episode

lasting twenty-four hours. Direct and indirect skin

window tests also confirmed the presence of a dye

allergy. Patch tests were negative and Ouchterlony

plate analysis failed to demonstrate any serum

precipitin antibody to these dyes. Since this patient

is also allergic to aspirin (acetaminophen, and so-

dium benzoate as well as Yellow No. 5 Tartrazine,

the common denominator was found to be an acidic

carboxyl or sulfonic group on an aromatic com-

pound. It was also concluded that required listing

of FD & C dyes on drug and food packages might

be life-saving.

^DOCTORS
say

rr

ah-h-h”

No group of professionals is more

dedicated or more deserving of

the good things in life than members

of the medical profession.

One of these amenities is fine

wines in which we specialize.

As a matter of fact, we have more

than 1300 different types of wines

from which to choose. That's

one-third more than you'll find

in any wine store in New York.

If you're not familiar with the proper

choice of wine, we’ll be glad

to help you select just the right

vintage for any occasion.

Join our Vintage Guild.

Membership is free.

We're specialists in wine and have

many doctors as customers. When

you sip one of our fine wines, we

know you will say, “Ah-h-h.”



! Wonderful 4-Day March Vacation . . .in Bermuda
Sponsored by

THE PROVIDENCE MEDICAL ASSOCIATION
for Rhode Island physicians, their wives, and friends

From Tuesday, March 19 through Friday, March 22

SCHEDULE
TUESDAY, MARCH 19 Lv. Providence (American Airlines)

Ar. Kennedy

Lv. Kennedy (Pan American Air-

Ar. Bermuda lines Jet flight)

4 DAYS AT CASTLE HARBOR HOTEL

FRIDAY, MARCH 22 2:00 p.m. (Pan American Jet)

Ar. Kennedy 4:00 p.m.

Lv. Kennedy 5:35 p.m. (American Airlines)

Ar. Providence 6:27 p.m.

RATE PER PERSON: $165.00

Rate includes round trip air fare, hotel room (twin bed with bath, for 3 nights),

gratuities to hotel, golf fees, and transfer to and from hotel and airport AND
two meals daily (breakfast and dinner).

Clip and return reservation below with your deposit. (Note: As the number to be accommodated will be

j

limited, prompt reservation is requested.) Deposit required: $50 per person.

Return to PROVIDENCE MEDICAL ASSOCIATION, 106 Francis St., Providence, R. I. 02903 before December

15th.

Reserve accommodations for the Bermuda Trip. Enclosed is a

deposit of $

Signature Address
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WHEN ANXIETY
ISA SIGNIFICANT
COMPONENTOFTHE
CLINICAL PROFILE

(chlordiazepoxide HCI)
Also available as

LIBRITABS™ (chlordiazepoxide)

5-mg, 10-mg, 25-mg tablets

Before prescribing, please consult complete product information, a summary of which follows:

Contraindications: Patients with known hypersensitivity to the drug.

Warnings: Caution patients about possible combined effects with alcohol and other CNS depressants. As with all

CNS-acting drugs, caution patients against hazardous occupations requiring complete mental alertness (e.g.,

operating machinery, driving). Though physical and psychological dependence have rarely been reported on
recommended doses, use caution in administering to addiction-prone individuals or those who might increase

dosage; withdrawal symptoms (including convulsions), following discontinuation of the drug and similar to

those seen with barbiturates, have been reported. Use of any drug in pregnancy, lactation, or in women of child-

bearing age requires that its potential benefits be weighed against its possible hazards.

Precautions: In the elderly and debilitated, and in children over six, limit to smallest effective dosage (initially

10 mg or less per day) to preclude ataxia or oversedation, increasing gradually as needed and tolerated. Not
recommended in children under six. Though generally not recommended, if combination therapy with other

psychotropics seems indicated, carefully consider individual pharmacologic effects, particularly in use of

potentiating drugs such as MAO inhibitors and phenothiazines. Observe usual precautions in presence of im-

paired renal or hepatic function. Paradoxical reactions (e.g., excitement, stimulation and acute rage) have been
reported in psychiatric patients and hyperactive aggressive children. Employ usual precautions in treatment of

anxiety states with evidence of impending depression; suicidal tendencies may be present and protective meas-
ures necessary. Variable effects on blood coagulation have been reported very rarely in patients receiving the
drug and oral anticoagulants; causal relationship has not been established clinically.

Adverse Reactions: Drowsiness, ataxia and confusion may occur, especially in the elderly and debilitated. These
are reversible in most instances by proper dosage adjustment, but are also occasionally observed at the lower

dosage ranges. In a few instances syncope has been reported. Also encountered are isolated instances of skin

eruptions, edema, minor menstrual irregularities, nausea and constipation, extrapyramidal symptoms, in-

creased and decreased libido— all infrequent and generally controlled with dosage reduction; changes in EEG
patterns (low-voltage fast activity) may appear during and after treatment; blood dyscrasias (including agran-

ulocytosis), jaundice and hepatic dysfunction have been reported occasionally, making periodic blood counts
and liver-function tests advisable during protracted therapy.

Usual Daily Dosage: Individualize for maximum beneficial effects. Oral— Adults: Mild and moderate anxiety and
tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to

q.i.d. (See Precautions.)

Supplied; Librium® (chlordiazepoxide HCI) Capsules, 5 mg, 10 mg and 25 mg—bottles of 50. LibritabsT M
- (chlor-

diazepoxide) Tablets, 5 mg, 10 mg and 25 mg— bottles of 100. With respect to clinical activity, capsules and
tablets are indistinguishable.

Roche Laboratories* Division of Hoffmann-La Roche Inc • Nutley, N.J. 07110
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LEO BEAUREGARD . . . SPECIAL CLAIMS

There probably isn’t anyone at Physicians Service who is more familiar with

claims than Leo. And for good reason. For nearly five years, problem and
complex claims have been finding their way to Leo's desk.

Simplifying complicated claims so that they can be quickly and efficiently

processed, however, is only part of Leo’s job. He's an expert in finding

the correct code for that particularly difficult claim; for example, cases

involving multiple surgical procedures or both medical and surgical

treatment. Leo is also responsible for the review of cases involving claims

for both surgical and medical payment. In essence, it could be said that

Leo is a specialist for all special claims.

Quite often doctors and medical assistants need this information in

a hurry. Leo welcomes the challenge. Says that’s what makes the

job interesting.

Remember. Leo is the man to call when you need information on just how
to file that special claim. Just call Physicians Service at 831-7300.

Leo's extension is 253.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. I. 02901
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Among the adjuncts to the physician’s skill

Darvon Compound-65
Each Pulvule® contains 65 mg. propoxyphene hydrochloride,
227 mg. aspirin, 162 mg. phenacetin, and 32.4 mg. caffeine.

St%/
Additional information available to the medical profession upon request.

ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA 46206
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Dilantin
(diphenylhydantoin)
PARKE-DAVIS

In untold thousands of

epileptic patients...

Dilantin has been, and

continues to be, the

bedrock of therapy.

DILANTIN is useful in the treatment of grand mal

epilepsy and certain other convulsive states. Its

use will prevent or greatly reduce the incidence

and severity of convulsive seizures in a substan-

tial percent _e ol epileptic patients, without the

hypnotic and narcotizing effects of many anti-

convulsant drugs.

PRECAUTIONS: Periodic examination of the blood

is advisable. Nystagmus in combination with diplo-

pia and ataxia indicates dosage should be re-

duced. The possibility of toxic effects during

pregnancy has not been explored. ADVERSE
REACTIONS: Allergic phenomena such as poly-

arthropathy, fever, skin eruptions, and acute gen-

eralized morbilliform eruptions with or without

fever. Rarely, dermatitis goes on to exfoliation with

hepatitis, and further dosage is contraindicated.

Gingival hypertrophy, hirsutism, and excessive

motor activity are occasionally encountered. Dur-

ing initial treatment, side effects may include gas-

tric distress, nausea, weight loss, nervousness,

sleeplessness, feeling of unsteadiness. Macrocy-
tosis, megaloblastic anemia, leukopenia, granulo-

cytopenia, thrombocytopenia, pancytopenia,

agranulocytosis, and aplastic anemia have been
reported. Nystagmus, lymphadenopathy, lupus

erythematosus, erythema multiforme (Stevens-

Johnson syndrome), and a syndrome resembling

infectious mononucleosis with jaundice have occurred.

DILANTIN is supplied in several forms including

Kapseals® containing 0.1 Gm. and 0.03 Gm.
diphenylhydantoin sodium.

Parke, Davis & Company, Detroit, Michigan 48232

The color combinations of the banded capsules are

Parke-Davis trademarks. The orange-banded white capsule
identifies Parke-Davis 0.1 Gm. diphenylhydantoin sodium;
the pink-banded white capsule 0.03 Gm. diphenylhydantoin sodium.

PARKE-DAVIS
or



HW&DBRAND OFLUTUTRIN
3000 UNIT TABLETS

IN THE TREATMENT OF FUNCTIONAL DYSMENORRHEA AND SELECTED CASES OF

PREMATURE LABOR AND 2ND AND 3RD TRIMESTER THREATENED ABORTION

LUTREXIN, the non-steroid “uterine
relaxing factor” has been found to be useful
by many clinicians in controlling abnormal
uterine activity.

Literature on indications and dosage avail-
able on request.

No side effects have been reported, even
when massive doses (25 tablets per day)
were administered.

Supplied in bottles of twenty-five 3,000
unit tablets.

(In vivo measurement of Lutrexin on contracting
uterine muscle of the guinea pig.)

HYNSON, WESTCOTT & DUNNING, INC. Baltimore, Maryland 21201

( LTR23

)



JULIE LUCKINA . . . X-RAY CLAIMS SENIOR CLERK

Here’s the face on the other end of the phone when you call

Physicians Service. Four years experience of processing

thousands of x-ray and special outpatient claims qualifies Julie

as an expert. In fact, she heads up the x-ray section.

It’s Julie’s job to assign code numbers, approve and verify your

x-ray and special outpatient claims. And she’s particularly adept

at handling those problem claims that require special attention.

If you have a question about a laboratory procedure, electro-

cardiograms or just about anything involving x-ray or special

outpatient claims, telephone Physicians Service at 831-7300.
Julie is on extension 312.

PHYSICIANS SERVICE
31 Canal Street, Providence, R. I. 02901
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Indications: Hypertension and
many types of edema involving
retention of salt and water.
Contraindications: Hypersensitivity
and most cases of severe renal or
hepatic disease.
Warning: With the administration of

enteric-coated potassium supple-
ments, which should be used only
when adequate dietary supplemen-
tation is not practical, the possibil-
ity of small bowel lesions (obstruc-
tion, hemorrhage, and perforation)
should be kept in mind. Surgery

for these lesions has frequently
been required and deaths have oc-
curred. Discontinue enteric-coated
potassium supplements immedi-
ately if abdominal pain, distention,

nausea, vomiting, or gastrointesti-

nal bleeding occur.
Use with caution in pregnant pa-
tients, since the drug may cross
the placental barrier and adverse
reactions which may occur in the
adult (thrombocytopenia, hyperbili-

rubinemia, altered carbohydrate
metabolism, etc.) are potential

problems in the newborn.
Precautions: Antihypertensive ther-

apy with Hygroton should always
be initiated cautiously in postsym-
pathectomy patients and in pa-
tients receiving ganglionic block-
ing agents or other potent anti-

hypertensive drugs, or curare.

Reduce dosage of concomitant
antihypertensive agents by at least

one-half. Barbiturates, narcotics or

alcohol may potentiate hypoten-
sion. Because of the possibility of

progression of renal damage, peri-

r
odic determination of the BUN is

indicated. Discontinue if the BUf,

rises or liver dysfunction is aggn f
vated. Hepatic coma may be pre- *

cipitated.

Electrolyte imbalance, sodium ar

or potassium depletion may occb I

If potassium depletion should oc

cur during therapy, Hygroton
should be discontinued and pota

sium supplements given, provide

the patient does not have marked
oliguria.

Take special care in cirrhosis or
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cardiac patient
on 2 pillows
a night,
consider one
HygrOton a day.
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Hygroton'
chlorthalidone

new 50 mg. tablet

or 100 mg. tablet

She was the picture

of arteriosclerotic

heart disease in

failure.

She couldn’t sleep

a wink without an

extra pillow.

Then her doctor

prescribed digitalis

and Hygroton.

First, her cardiac

output improved.

Then her breathing

improved —
along with her

urinary output.

Nights could be
a tot more pleasant

for patients

like this in

your practice.

Try it and see.

Hygroton therapy may
also mean trouble-

some side effects for

certain patients.

A summary of

essential prescribing

information is

shown below.
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fs! ere ischemic heart disease and
i >atients receiving corticoste-
r Is, ACTH, or digitalis. Salt re-

£ ction is not recommended.
herse Reactions: Nausea, gastric

illation, vomiting, anorexia, con-
'Sbation and cramping, dizziness,
v|ikness, restlessness, hypergly-
cjiia, hyperuricemia, headache,
£ sole cramps, orthostatic hypo-
t jsion, aplastic anemia, leuko-
Piia, thrombocytopenia, agranu-
I' ptosis, impotence, dysuria,

ttisient myopia, skin rashes, urti-

caria, purpura, necrotizing angiitis,

acute gout, and pancreatitis when
epigastric pain or unexplained G.l.

symptoms develop after prolonged
administration. Other reactions re-

ported with this class of com-
pounds include: jaundice, xanthop-
sia, paresthesia, and photosensiti-

zation.

Average Dosage: 50 or 100 mg. with

breakfast daily or 100 mg. every

other day.

Availability: White, single-scored

tablets of 100 mg. and aqua tablets

of 50 mg., in bottles of 100 and 1000.

(B)R46-230-D

For full details, please see the

complete prescribing information.

m
Geigy Pharmaceuticals
Division of

Geigy Chemical Corporation
Ardsley, New York 10502

HY-5405S
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M.D.’S ON HOSPITAL GOVERNING BOARDS

. . . Reprinted from THE REGAN REPORT on Hospital Law, Vol. 8, No. 7,

October, 1967, with permission of the Editor and Publisher.

Everybody has an answer to the problem of ris-

ing hospital costs—or so it seems. Staff physicians

are by no means an exception. Many of these solu-

tion have much merit. Men who have spent most of

their adult lives walking hospital corridors, using

hospital equipment and working with hospital em-

ployees are bound to have some positive thoughts

about ways and means of providing quality care

at reasonable cost to the patient. The unfortunate

thing is that such ideas generated by doctors usu-

ally fail to reach hospital Trustees. Traditionally

the forum for any doctor’s direct expression of

opinion is confined to committee meetings of the

Medical Stag. It is quite possible that, over the

years, Trustees have deprived themselves of a valu-

able source of wise counsel and advice. The lack of

direct communication between the average staff

physician and the Trustees of his hospital is a thing

that many doctors find very frustrating. Experience

leads us to believe that most physicians feel a per-

sonal responsibility not only for the quality of med-

ical care rendered to their patients, but also for

such things as the quality and quantity of nursing

service and technical services, as well as the physi-

cal condition of the hospital itself. The extent to

which the average doctor’s patients are satisfied

with a total hospital experience has a direct bearing

on the success of his practice. Doctors, like most

professional men, cannot advertise. Many doctors

must rely on the satisfaction of their patients for

word-of-mouth recommendations. This being the

case, the doctors are extremely interested in the

management and day-to-day operation, as well as

the projected long-range plans, of their hospital (s).

This feeling of personal interest and responsibility

could be channelled into a dynamic force for con-

structive thinking and action on the Board of

Trustees.

There is no legal prohibition that we aware of

which prevents a Board of Trustees from appoint-

ing or electing one or more staff physicians to its

ranks. No State Supreme Court or State Legislature

has, to the best of our knowledge, ever expressed

itself in disagreement with the concept of staff phy-

sicians serving on the Governing Board of volun-

tary, non-profit hospital corporations. We have

seen Bylaws of many voluntary hospital corpora-

tions that have restrictions on this score, but such

Bylaws could be amended to provide for Medical

Staff participation on the Trustee level. Certainly,

the presence of physicians on hospital Boards is

not unprecedented. Indeed, the current trend in

this direction, which began in University hospitals

and large teaching centers, is now spreading with a

marked degree of acceptance into non-teaching hos-

pitals in the urban, suburban and rural areas

throughout the country. The stale argument, to the

effect that the presence of M.D.’s on a hospital

Board might constitute a conflict of interests, seems

ridiculous. Far from a conflict of interests, it is

hard to find any other group in any community
that has a larger or more personal stake in the well-

being of a hospital than its staff physicians.

Hospital legal authorities have in the past spok-

en out rather forcefully against the appointment or

election of M.D.’s to hospital Boards. It has gen-

erally been agreed by lawyers and management
consultants specializing in this field that it would

often prove embarrassing to Trustees to have doc-

tors on the Board. Trustees themselves have often

indicated that they would find it difficult to discuss

and resolve disciplinary problems involving doctors

if and when doctors themselves were to participate

in such deliberations on the Board level. Tradi-

tionally, it was felt that Medical Staff self-govern-

ment, via the staff Bylaws, Rules and Regulations,

served to give the doctors sufficient opportunity to

express their needs and professional requirements

to the Trustees. One thing lacking in this thinking

was that it provided no opportunity for the Medi-

cal Staff as a group or for any one doctor as an

individual to participate in a positive way in the

control and management of his hospital. Until re-

cently, the closest that a Medical Staff came to

rubbing elbows with the Board was via the Execu-

tive and Joint Conference Committee. Indeed, the

excellent contribution made by staff physicians in

the functioning of this required standing commit-

tee has been most encouraging to hospital execu-

tives and Trustees everywhere. Hence the change

in legal thinking relative to M.D.’s serving on

Governing Boards. The average doctor has a large

stake in his hospital and in his community. He has

specialized knowledge. He can carry a staff’s atti-

tude directly to the Board meetings. In short, he

can and should be a valuable source of information

and guidance in Trustee thinking and decision

making.
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YOU TO JO!

OF LIVING!

NEW KIND

'SOUTH SEAS’ ISLAND
LIVING ON FLORIDA’S GULF COAST!

It’s Marco Island . . . and it awaits your footprints now in its powdery white sand.

For here the Mackle Brothers, Florida’s Famous Community Builders,

are opening a delightful seashore community that beckons people everywhere!

Here the Mackles are creating a mood for living that is breathtakingly different.

A true tropical Island with all the conveniences and with every luxury

on the gentle surf of the Gulf of Mexico! You can put the pulse tingling

excitement of Island living in YOUR life! For sale now are spacious

homesites (standard and bulkheaded waterway lots) and

charming Mackle-Built Villas. Owning a part of Marco Island

is only a wish away, so get all the facts now!

i! The full exciting story of this enchanting
Island is yours. Ask about our scheduled trips to Marco
Island. COME IN, CALL OR MAIL THE COUPON NOW!

Please send me more information on Marco Island

MARCO ISLAND IS THE
LAST ISLAND PROPERTY

OF ITS KIND LEFT IN

THE STATE OF FLORIDA!
It has all the allure of

the South Seas and
you can drive to it

* on a toll-free highway!

MILEAGES Naples.. 28 Miami ..104

MACKLE-BUILT

G. L. & H. J. Gross
Homesites Villas Condi miniums

name

170 Westminster St. ADDRESS

Providence, R. 1.
riTY_ STATP

331-8520
ZIP fODF PHONE

zed Representatives, Mackle Bros. Div.,

Island Development, The Deltona Corp. AD 64LS178 (F-3B)
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THE WASHINGTON SCENE
$

A Summary Report Prepared by the Washington Office

of the American Medical Association

A group of advisors to the Public Health Serv-

ice and an AMA official separately emphasized the

seriousness of the health manpower problem.

The Allied Health Professions Education Sub-

committee of the National Advisory Health Council

said in a report to the PHS surgeon general, Dr.

William H. Stewart, that health manpower is the

critical factor in the provision of health services

in this nation.

“With the rising capacity of medicine to provide

a satisfying array of services, the lowering of fi-

nancial barriers to service, and the growing accept-

ance of a public responsibility to assure that all

people have adequate medical service, needs and

demands for medical care continue to outstrip their

availability,” the report said.

“Many people are struggling along with ap-

proaches to the measurement of health manpower
shortages. But no one figure can express the total

need. And even if it were possible to envision ideal

health services staffing for a community, a state, or

a nation, the continuing development of new knowl-

edge and techniques, new patterns of service, and
new methods of payment are constantly changing

the needs, both for numbers and varieties of health

workers.”

Dr. Alvin J. Ingram of Memphis, Tenn., a mem-
ber of the AMA Board of Trustees, told the AMA
Conference on Aging and Long-term Care in Bal-

timore, Md., that there is an urgent need for all

categories of health personnel.

“We have been challenged by government to re-

vamp our system of health care, to make it avail-

able to every one and to do so more economically

than at present,” Dr. Ingram said. “To do this

will require not only larger numbers of health per-

sonnel, but more coordinated and efficient use of

all members of the health team.

“The basic purpose of all medicine — research,

education and practice — is the application of the

art and science of the profession to the individual

patient or to the community as a whole.

“Furthermore, we are constantly exposed to re-

marks about the brain drain, the siphoning of phy-

sicians trained in other countries and their accept-

ance here to fill our own voids, even at the expense

of intensifying already desperate shortages in other

nations.

“Yet we have our drain brain in this county —
the consistent and progressive decrease in the ranks

of practicing physicians as members of the pro-

fession turn from the primary responsibility of pa-

tient care to research, teaching and administrative

service. In the past 15 years, the number of physi-

cians in full time private practice has decreased at

the rate of almost one per cent a year, from 75

per cent in 1950 to 62 per cent in 1965.”

Dr. Ingram decried the growing dependence of

the nation’s health care system on foreign physi-

cians.

“This dilemma can hardly be exaggerated,” Dr.

Ingram said. “Not one foreign graduate meets our

domestic requirements which include graduation

from an approved medical school which has under-

gone regular, competent inspection.”
* * *

Dr. Ingram cited government figures showing

that the percentage of foreign physicians in the

United States had risen from 16 per cent in 1956

to 26 per cent in 1966 and that nearly half of them

were from under-developed or developing countries

that badly need their services at home.
* * *

The House Committee on Government Opera-

tions has issued its third report charging costly and

inefficient administration of research grant pro-

grams by the National Institutes of Health and

other Public Health Service bureaus.

The Congressional watchdog panel said the PHS
had made relatively little effort to improve its ad-

ministration of grants since the committee’s two

pervious reports in 1961 and 1962.

“Inadequate administrative performance is dem-

(Contimied on Page 807)



The low back pain that is most frequently seen in general practice

is mechanical in nature, i.e., postural back pain, joint dysfunction and
acute back strain .

1,2 For this type of discomfort, a conservative regimen
is usually sufficient to relieve aches and pains, and to help keep
the patient functioning. Components of this basic program include:

Dea If the patient is in the

pain-spasm-cycle... there is no alternative

or substitute for absolute bed rest..."
3

*ethocarbam«
750

ciKlitgMc-t

Knmgikill

0Heat "A very valuable

method of applying

heat at home is a prolonged
' hot bath..."

5

"Boards should be ordered under

the mattress . . . these boards act

by immobilizing the spine..."
4

idicated for relief of skeletal muscle spasm. Contraindicated in

ypersensitive patients. Side Effects ( lightheadedness, dizziness,

rowsiness, nausea) may occur rarely, but usually disappear on reduced
Dsage. Hypersensitivity reactions develop infrequently. See product
erature for further details. Also available: Robaxin® Tablets
nethocarbamol, 500 mg.) Robaxin Injectable (methocarbamol, 1 Gm./lOcc.)
sferences: (1 ). Godfrey, C.M.: Applied Therap. 8.-950, 1966. (2). Gottschalk,
A. ; GP 33.-91, 1966. (3). Rowe, M.L.: J. Occup. Med. 2.-219, 1960.
I). Cozen, L: South Dakota J. Med. 78.26, 1965. (5). Soto-Hall, R. :

j

led. Sc. 14:23, 1963. (6) . Weiss, M. and Weiss, S.: J. Am. Osteopath. A.
M42, 1962. (7) . Feuer, S.G., el a/..- New York J. Med. 62:1 985, 1962.

ORobaxin-750
(methocarbamol, 750 mg. capsule-

shaped tablets) A well-tolerated
6

skeletal muscle relaxant, methocar-

bamol helps relieve spasm
".

. .without interfering with normal

tone and movement."
7 And there

is little likelihood of sedation.
6

a M nnnnur a. h. robins company
/I rrizUDlrMj RICHMOND, Virginia 23220



'EMPIRIN’®COMPOUND with CODEINE PHOSPHATE gr. 1/2 No.
Each tablet contains: Codeine Phosphate gr. Vi (Warning — May be habit forming),

Phenacetin gr. 214, Aspirin gr. 314, Caffeine gr. 14.

Despite introduction of synthetic substitutes, efficacy of ‘Empirin’

Compound with Codeine remains unchallenged.

BURROUGHS WELLCOME & CO. (U.S.A.) iNC.,Tuckahoe, N.Y.



When the talk turns to

oral contraceptives, it makes
medical sense to remember
low-dose Norinyl-l.

(norethindronelmg. c mestranol 0.05mg.)

Turn page for contraindications, precautions and side effects.



Reduction of oral contraceptive

dosage to the lowest effective levels is

a well-accepted principle of conserva-

tive medical practice. In keeping with

this view, Norinyl is now also avail-

able as Norinyl-1, containing exactly

one half the previous dosage of

norethindrone and mestranol. Clinical

experience has established that effec-

tive fertility control can be achieved

with the same degree of reliability

and safety with new Norinyl-1 when

taken as directed.

What about switching patients from

higher dosage forms?

In transferring patients to low-dose

Norinyl-1 from higher-dosage oral

contraceptives, some breakthrough

bleeding may occur in the early

cycles. In the majority of cases the

bleeding episode is mild and self-

limited. The long-term advantages of

the lower dosage form should be

weighed against the inconvenience of

possible breakthrough bleeding in

the individual patient.

Prescribing Information

Contraindications

:

Patients with any

symptoms or history of thrombo-

phlebitis, pulmonary embolism, liver

dysfunction or disease, carcinoma

of breast or genital organs, or un-

diagnosed vaginal bleeding.

Warnings: Discontinue medication

pending examination if there is sud-

den partial or complete loss of vision,

proptosis, diplopia or migraine. If

examination reveals papilledema or

retinal vascular lesions, medication

should be withdrawn. The safety of

Norinyl-1 in pregnancy has not been

demonstrated. If a patient misses

two consecutive periods, pregnancy

should be ruled out before continu-

ing the medication. If she has not ad-

hered to the prescribed schedule,

pregnancy should be considered at

the first missed period. Active ingre-

dients of oral contraceptives have

been detected in the milk of mothers

who received these drugs; the signifi-

cance to infants has not been de-

termined.

Precautions

:

Pretreatment physical

should include examination of the

breasts and pelvic organs, as well as

a Papanicolaou smear. If endocrine

or liver function tests are abnormal

during therapy, repeat tests are rec-

ommended after the drug has been

withdrawn for two months. Follow-

ing administration of drug, preex-

isting uterine fibromyomata may
increase in size. Careful observation

and caution are required for patients

with symptoms or history of epi-

lepsy, migraine, asthma, cardiac or

renal dysfunction, cerebrovascular

accident, psychic depression, and

diabetes. In cases of undiagnosed

vaginal bleeding, adequate diagnos-

tic measures are indicated. Possible

long-term effects of the drug on pitu-

itary, ovarian, adrenal, hepatic or

uterine function must await further

studies. The physician should be

alert to the earliest manifestations

of thrombophlebitis and pulmonary

embolism. The drug should be used

judiciously in those young patients

in whom bone growth is not com-

plete. The age of the patient consti-

tutes no absolute limiting factor,

although treatment with Norinyl-1

may mask symptoms of the climac-

teric. The pathologist should be

advised of Norinyl-1 therapy when
relevant specimens dre submitted.

Side Effects: The following havl

been observed with varying inci[

in patients receiving oral control

tives : nausea, vomiting, gastroi|

final symptoms, breakthrough

bleeding, spotting, change in

menstrual flow, amenorrhea, ed

chloasma or melasma, breast cb

(tenderness, enlargement and

secretion), change in weight (incl

or decrease), changes in cervical

erosion and cervical secretions, [

suppression of lactation when
j

immediately postpartum, chole^

jaundice, migraine, rash (allerg

rise in blood pressure in suscepl

individuals, mental depression.

Although the following side eff<

have been reported in users of <

contraceptives, no cause and ef

relationship has been establishe

anovulation posttreatment, prei|

struallike syndrome, changes in

libido, changes in appetite, cyst!

like syndrome, headache, nervol

ness, dizziness, fatigue, backaclj

hirsutism, loss of scalp hair,

erythema multiforme, erythemal

nodosum, hemorrhagic eruptiorl

itching. The following occurrend

have been observed in users of d
contraceptives (a cause and effeB

relationship has neither been es

lished nor disproved) : thrombo-

phlebitis, pulmonary embolism,

neuroocular lesions.

The following laboratory tests r

be altered by the use of oral con

ceptives: increased sulfobromo-

phthalein and other hepatic fun

tests, coagulation tests (increas*

prothrombin, factors VII, VIII, I

and X), thyroid function (increa

PBI and butanol extractable proi

bound iodine and decrease in T3

values), metyrapone test, preg-

nanediol determination.

norethindrone i original steroid from

SYNTEXE3
LABORATORIES INC..PALO ALTO. CALIF.



Here's why
Norinyl-1 makes
medical sense.

The effectiveness of Norinyl-1 as a

low-dose oral contraceptive may be

explained by its possible multiple

action. In addition to its primary

action of suppression of ovulation,

Norinyl-1 may offer additional pro-

tective mechanisms ... (1) creation of

a cervical mucus that may be hostile

to sperm penetration, and (2) devel-

opment of an endometrium that may
be out of phase with nidation.

These effects are illustrated below.

Untreated Patient Norinyl-1 Patient

Cervical mucus at midcycle is usually thin and watery, with Cervical mucus at midcycle is scanty, viscous— with Spinn-

Spinnbarkeit (stretchability) of 15 to 20 cm. barkeit of 1 cm. or less.

*•

'» *
, i

(norethmdrone lmg c mestranol 0 05mg

)



„ An uncommon steroid

for common inflammatory dermatoses
In everyday topical steroid

therapy, Synalar produces rapid

resolution of inflammation and

itching in steroid-responsive

dermatoses— and at relatively

low cost to the patient.

Advanced molecular
design enhances potency

Synalar combines the advantage

of earlier corticosteroid com-

pounds with unique structural

innovations. As a result, prepara-

tions of Synalar 0.01% and Synalar

0.025% have been reported to be

more potent topically and signifi-

cantly more effective than hydro-

cortisone 1 .0%.The unique fluo-

cinolone acetonide molecule

provides one of the most useful

topical corticosteroids for every-

day practice.

Impressive clinical

results in a wide range of
dermatologic problems

The clinical efficacy of Synalar

has been extensively documented

in the world literature.Commonly
encountered diseases such as al-

lergic and contact dermatitis,

eczematous and seborrheic der-

matitis, and neurodermatitis re-

spond rapidly to Synalar, often

where previous therapy with othe

topical corticosteroids has failed.

Low patient cost
for wider usefulness

With Synalar, a high degree of

efficacy does not mean high price

And— a small quantity goes a Ion:

way. Thus, your patients can

often obtain the “economy” of a

hydrocortisone preparation with

the proved efficacy of a potent,

truly advanced steroid.

Synala:
fluocinolone acetonide

’€





For everyday topical steroid therapy

ynalar o.or-
fluocinolone acetonide

provides economy in two practical dosage forms

For general use, the most

economical and widely applicable

concentration of Synalar is 0.01%

Cream in a water- washable, van-

ishing cream base. Synalar Solu-

tion 0.01% is especially valuable in

dermatoses involving moist, inter-

triginous areas or hairy sites

where creams and ointments do

not spread or penetrate readily.

Synalar Solution is a unique

dosage form— clear, nongreasy,

cosmetically elegant.

Product Information

Contraindications: Tuberculous, fungal, and most
viral lesions of the skin (including herpes simplex,

vaccinia, and varicella). Not for ophthalmic use.

Contraindicated in individuals with a history of

hypersensitivity to any of the components.

Precautions: Synalar preparations are virtually

nonsensitizing and nomrritating. However, the

solution may produce burning or stinging when
applied to denuded or fissured areas. In some pa-

tients with dry lesions, the solution may increase

dryness, scaling or itching. Where severe local

infection or systemic infection exists, the use of

systemic antibiotics should be considered, based

on susceptibility testing. While topical steroids

have not been reported to have an adverse effect

on pregnancy, the safety of their use on pregnant

females has not absolutely been established.

Therefore, they should not be used extensively on
pregnant patients, in large amounts, or for

prolonged periods of time. Side Effects: Side

effects are uncommon with topical corticosterosj

As with all drugs, however, a few patients may
react unfavorably to Synalar under certain

conditions. In such cases the agent should be

discontinued and appropriate measures taken.

Availability: Synalar (fluocinolone acetonide)

Cream 0.025%— 5, 1 5 and 60 Gm. tubes and 421

1

Gm. jars. Cream 0.0 1 %— 15, 45 and 60 Gm. tub

and 1 20 Gm. jars. Solution 0.0 1 % — 20 and 60 cc 1

plastic squeeze bottles. Ointment 0.025%— 15 ai
j

60 Gm. tubes. Neo-Synalar® (neomycin sulfate (

0.5% [0.35% neomycin base], fluocinolone acetoi e

0.025%) Cream — 5,15 and 60 Gm. tubes.

fluocinolone acetonide — an original steroid from

SYNTEX ES
LABORATORIES INC . PALO ALTO. CALIF

( -W \
45 Cm.

f
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THE WASHINGTON SCENE
(Concluded from Page 806)

onstrated, for example, by the inept handling of

payments for the indirect research costs of grantees

and the extremely poor administration of the Gen-

eral Research Support and Health Sciences Ad-

vancement Award programs,” the recent report said.

“NIH and other PHS bureaus were found to

have made excessive indirect cost payments to

grantees.” (About $500,000 in one case).

The American Medical Association supported

legislation to continue federal aid for construction,

training and research under the Health, Education

and Welfare Department’s retardation program,

but opposes grants to help pay for initial staffing.

The AMA position was outlined by Dr. F. J. L.

Blasingame, AMA executive vice president, in a

letter to the House Public Health and Welfare Sub-

committee. He said:

“The extent to which the problem of mental re-

tardation can be ameliorated in future years de-

pends largely upon continued research. Although

some breakthroughs have been effected such as the

prevention of some types of mental retardation as

a result of our increased knowledge of body metab-

olism, there are still gaps in research, personnel and

financing which must be overcome. Wliile the ulti-

mate answer to the problem of mental retardation

is prevention, we recognize that in thhe meantime,

mentally retarded individuals must be cared for

and must be educated and trained to the limit of

their capabilities.

“In this regard, the AMA supports efforts to

provide higher standards of care for the institu-

tionalized retarded, special educational programs,

day care centers within the community, counseling

services for the parents of retarded children, and

efforts to create job opportunities for retarded

adults. For these programs to be effective, the na-

tion needs additional facilities and an increase in

properly qualified personnel. We, therefore, are

pleased to submit for the record our continued sup-

port of the expansion, extension and improvement

of facilities and services through construction,

training and research grants. . . .

“The bill, however, also amends the present Act

to authorize grants for meeting a portion of the

cost of compensating professional and technical per-

sonnel during the initial operation of the facility.

Although such federal financial assistance during

the early years might enable a mental retardation

facility to undertake a more comprehensive pro-

gram than it might otherwise attempt, it can be

demonstrated that once reliance is placed on a fed-

eral subsidy for staffing, the role of the federal

government as a provider of operating funds will

not easily be ended. Once a facility has been con-

structed, the community can and should assume

the responsibility for its operation, including the

costs of staffing.”

* * *

Pesticide residues in the nation’s food supply have

remained low for the third consecutive year, ac-

cording to the Food and Drug Administration’s

third annual “total diet” study. In the survey, food

samples were collected in 30 cities over an 11-

month period ending last April. Samples were an-

alyzed to identify and determine the level of pest-

icide residues. The FDA said residues remained

well below acceptable daily intake levels established

by the World Health Organization and the Food

and Agricultural Organization of the United Na-

tions.

* * *

President Johnson appointed a National Advisory

Commission to make recommendations on health

facilities needed by the United States in the future.

The chairman is Boisfeuillet Jones of Atlanta, Ga.,

president of the Emily and Earnest Woodruff

Foundation and a former special assistant for

health and medical affairs for the Department of

Health, Education and Welfare.

* * *

The recently-enacted Vocational Rehabilitation

Act of 1967 creates a National Center for Deaf,

Blind Youth and Adults, sets up a special system

to grant federal aid, through state rehabilitation

agencies for handicapped migrant workers, con-

tinues the federal-state financing system of state

rehabilitation agencies for another two years, ex-

tends for another year federal planning grants to

states studying the needs of the disabled, and elim-

inates state residency requirements for proving

residency before aid can be received.

Curran & Burton
DIVISION OF TEXACO INC.

1120 Eddy Street

Providence, Rhode Island

HOpkins 7-8050

INDUSTRIAL AND WHOLESALE
FUEL OILS



a stuffy nose

is no

laughing matter

Before prescribing, see complete prescribing

information in SK&F literature or PDR. A brief

precautionary statement follows.

Contraindications: Glaucoma, prostatic hyper-

trophy, stenosing peptic ulcer, pyloroduodenal

obstruction, or bladder neck obstruction.

Precautions: Use cautiously in the presence

of hypertension, hyperthyroidism, coronary artery

disease; warn vehicle or machine operators of

possible drowsiness.

Usage in Pregnancy: Use cautiously, especially

in the first trimester. Note: The iodine in

isopropamide iodide may alter PBI test results

and will suppress I
131 uptake; discontinue ‘Ornade’

one week before these tests.

Adverse Reactions: Drowsiness; excessive

dryness of nose, throat or mouth; nervousness;

insomnia. Other known possible side effects

of the individual ingredients: nausea, vomiting,

diarrhea, rash, dizziness, fatigue, tightness

of chest, abdominal pain, irritability, tachy-

cardia, headache, difficulty in urination.

Thrombocytopenia, leukopenia and convulsions

have been reported but no causal relationship

has been established.

Ornade.a ,«
Each capsule contains 8 mg. of Teldrin®

(brand of chlorpheniramine maleate), 50 mg.
of phenylpropanolamine hydrochloride, and
2.5 mg. of isopropamide, as the iodide.

Spansule Capsules
brand of sustained release capsules

each one can

give him all-day

or all-night relief

:a
A'S

i

i

i

*

Smith Kline & French Laboratories



Diagnosis:

cystitis?

pyelonephritis?

pyelitis?

urethritis?

prostatitis?

in any case,

usually gram-negative*

Therapy:

two 500 mg. Caplets® q.i.d.
(initial adult dose)

nmary of prescribing information

ications: Urinary tract infections in which gram-negative bacteria are pre-

linant, particularly Proteus, Escherichia coli, Aerobacter, Klebsiella, and
ain strains of Pseudomonas. Gram-positive bacteria are less sensitive to

iGram but favorable clinical results have been observed,

ning: Use in Pregnancy. This drug is not recommended in the first tri-

iter of pregnancy. However, it has been used in several patients during

last two trimesters without producing apparent ill effects in either mother
3tus.

:autior>s: As with all new drugs, periodic blood and liver function tests

advisable during treatment longer than 1 or 2 weeks. This drug should be
d with caution in patients with liver disease, epilepsy, severe cerebral

riosclerosis, or severe impairment of kidney function. Because photo-
sitivity reactions have been reported in a small number of cases, patients

uld be cautioned to avoid unnecessary exposure to direct sunlight while
iiving NegGram, and if a photosensitivity reaction occurs, therapy should
liscontinued. The dosage recommended for adults and children should not

trarily be doubled unless under the careful supervision of a physician,
uld bacterial resistance develop or additional nonsensitive strains emerge,
:r effective antibacterial agents should be added to or substituted for

Gram.

;n testing the urine for glucose in patients receiving NegGram, Clinistix®
gent Strips or Tes-Tape® should be used since other reagents may give
Ise-positive reaction.

erse reactions: Mainly mild nausea, vomiting, and other gastrointestinal
jrbances; less frequently, sleepiness, drowsiness, weakness, headache,
iness and vertigo, and rarely cholestasis, paresthesia, thrombocytopenia,
openia, or hemolytic anemia in patients with a deficiency in activity of

ose-6-phosphate dehydrogenase. Itching, pruritus, rash, urticaria, mild
nophilia, reversible photosensitivity reactions primarily involving exposed
aces, and reversible subjective visual disturbances (overbrightness of lights,

ige in visual color perception, difficulty in focusing, decrease in visual acuity
double vision), occurred occasionally. Reversible increased intracranial
sure with bulging anterior fontanel, papilledema, and headache has been
irved occasionally in infants and children. Toxic psychosis and brief con-
ions (the latter generally in patients with possible predisposing factors,
both usually associated with excessive dosage) have been recorded in

instances.

1 ige and administration: Adults — Four Gm. daily by mouth (2 Caplets® of
mg. four times daily) for one to two weeks. Thereafter, if prolonged
ment is indicated, the dosage may be reduced to two Gm. daily (1 Caplet
10 mg. four times daily). Children — According to age and weight: approxi-
ly 25 mg. per pound of body weight per day, administered in divided doses.

: The dosage recommended above for adults and children should not arbi-

y be doubled unless under the careful supervision of a physician. Until
er experience is gained, infants under 1 month should not be treated with
Irug.

supplied:
' adults — Buff-colored, scored Caplets of 500 mg., conveniently available

littles of 56 (sufficient for one full week of therapy) and in bottles of 1000.

children - Caplets of 250 mg., available in bottles of 56 and 1000.

'/re prescribing, please refer to complete prescribing information.

Wences: (1) Based on 23 clinical papers, 1512 cases. Bibliography on re-
M. (2) Bush, I. M., Orkin, L. A., and Winter, J. W., in Sylvester, J. C.:
nicrobial Agents and Chemotherapy-1964, Ann Arbor, American Society

Microbiology, 1965, p. 722.

NegGram’
Brand of

nalidixic acid
a specific anti-gram-negative

eradicates most urinary

tract infections...

• Low incidence of untoward effects; no fungal

overgrowth, crystalluria, ototoxic or nephrotoxic

effects have been observed.

• “Excellent” or “good” response reported in

more than 2 out of 3 patients with either chronic

or acute gram-negative infections. 1

*As many as 9 out of 10 urinary tract infections are now caused
by gram-negative organisms: E. coli, Klebsiella, Aerobacter,

Proteus, Paracolon or Pseudomonas2
. . . However, infections of the

urethra and prostate caused by non-gonococcal gram-negative
organisms are believed to be less prevalent.

l/j/inthrop
Winthrop Laboratories, New York, N. Y. 10016



“When I couldn't even smell corned beef and cabbage,
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DISTRICT MEDICAL SOCIETY MEETINGS

PROVIDENCE MEDICAL ASSOCIATION
A regular meeting of the Providence Medical

Association was held at the Rhode Island Medical

Society Library on Monday, October 2, 1967. The

meeting was called to order by the President, Dr.

Gustavo A. Motta, at 8:30 p.m.

MINUTES OF PRE ViOUS MEETING
The President noted that the minutes of the April

meeting had been published in the Rhode Island

Medical Journal; and, therefore, a reading of them

would be omitted, unless any member requested

such a reading. The minutes were approved as pub-

lished.

REPORT OF THE SECRETARY
Dr. Bertram H. Buxton, Secretary, reported as

follows:

The Executive Committee reports that it has met

and has carefully reviewed applications for mem-
bership which will be reported to you this evening.

* * *

The Committee has been notified by the Treas-

urer that all but approximately 50 members have

paid their 1967 assessment which is due by No-
vember 30.

The professional audit of the Association’s finan-

cial records of 1966 has been completed by Ward
Fisher and Company and their report indicates an

accurate and careful recording of all transactions.

At the suggestion of the Council of the Rhode
Island Medical Society the Secretary of th's Asso-

ciation has extended an invitation to all physician

members of the Brown University faculty to join

the Association and thereby also become members
of the Rhode Island Medical Society.

A subcommittee of the Executive Committee has
met with representatives of Rhode Island Hospital

to discuss developments in the multiphasic screen-

ing programs to be established at the Hospital in

the near future.

The Executive Committee was informed by its

subcommittee named to be liaison with the Prog-

ress for Providence Agency of OEO that it had
made known its availability to meet with the

Agency but the offer of assistance has not been

acknowledged by the Agency.

The Committee commended Dr. Clarence J.

Riley for the outstanding work done by him and
his Committee in staging the Annual Golf Tourney
and Dinner at the Rhode Island Country Club in

September.

The Committee approved of the plans of the

Program Committee to have a joint meeting with

the Rhode Island Bar Association, under the aus-

pices also of the Medical-Legal Committee of the

State Medical Society chaired by Dr. Nathan
Chaset, for the meeting of the Association on Mon-
day, November 6.

Action: A motion was made, seconded and voted

to approve the report of the Secretary.

ELECTION OF NEW MEMBERS
Doctor Buxton reported that the Executive Com-

mittee had reviewed and had approved the appli-

cations for active membership of the following phy-

sicians:

Ghazi Accaoui, M.D.
Joseph A. DeBellis, M.D.
R. Cannon Eley, M.D.
Ismail Ersevim, M.D.
Norbert Fleisig, M.D.

Nicolas Nunez, M.D.
Y. Jacob Schinazi, M.D.
Howard S. Sturim, M.D.
Alois Svagan, M.D.

James J. Yashar, M.D.
Action: A motion was made, seconded and voted

that the applicants approved by the Executive

Committee be elected to active membership.

ANNOUNCEMENTS OF THE PRESIDENT

Doctor Motta announced several medical meet-

ings to be held during October to which the mem-
bership is invited, and he urged prompt renewal

of Physicians Service/Blue Cross coverage through

the Rhode Island Medical Society’s group plan.

He reported the loss by death of the following

members, and he asked the audience to stand for

a moment of silent prayer:

John B. Ferguson, M.D. Francis V. Corrigan, M.D.
Vincent A. Cianci, M.D. E. Victor Conrad, M.D.
John J. Gilbert, M.D. Simon Lenzner, M.D.

SCIENTIFIC LECTURE

Doctor Motta introduced the guest speaker,

Doctor H. Oliver Williamson of Charleston, South

Carolina, who gave an illustrated lecture on “Con-

traception—or Pills, Plastics and People.”

Doctor Williamson delivered a comprehensive re-

view of the current status of various contraceptive

techniques. He reviewed the demographic projec-

tion of world population growth which, if un-

checked, by pestilence, large scale wars, widespread

abortion, “the bomb,” or effective contraception,

would lead to alarming overcrowding after 2,000

A.D. Moreover, the “emerging nations,” like those

in Africa and South America, would become “hot

spots” of population expansion and crowding be-

(Continued on Page 814)
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PROVIDENCE MEDICAL ASSN.
(Continued from Page 812)

cause of an increasing or even static birth rate in

conjunction with a decreasing death rate.

Since 1963, however, the impact of effective con-

traceptive technics have brought about a declining

birth rate in the United States; and in countries

like Japan and Hungary the liberal use of abortion

has cut the birth rate in half.

Doctor Williamson next reviewed the available

birth control technics but discussed only those with

a reasonably reliable contraceptive action (a preg-

nancy rate per 100 woman years of 6 or less). The
hormonal contraceptives (pill or injection) achieve

a rate of .92 while intra-uterine contraceptive de-

vices have a 2.0 rate. Various forms are said to have

a 2.7 rate but 6 pregnancies per 100 woman years

is a more realistic figure.

The mode of contraceptive action of the hor-

monal medications may be by causing anovulation,

by creating a viscid cervical mucus which is inimi-

cal to the sperm, or by making the endometrium

unfavorable for nidation. Side effects such as nau-

sea, vomiting and breakthrough bleeding have de-

clined with the introduction of the newer lower

dose medications. Weight gain may be slightly

more common with combined oral contraceptives

than with the sequential types because the anabolic

effect of the progestogen is exerted over the entire

period of pill-taking.

The combination contraceptive medications tend

to relieve dysmenorrhea and reduce menstrual flow

more than the sequential types but the endomet-

rium reverts more quickly to a physiological state

after sequential therapy. Some former opinions re-

garding oral contraceptives such as prolonged fe-

male productivity into the late forties or early

fifties and increased or rebound fertility after be-

ing on a cyclic contraceptive regime have not, over

the long run, been observed. Liver disease, pro-

phyria, and breast cancer contraindicate the use of

hormonol contraceptives.

Gynecomastia in a male infant, breast-fed bv

a mother on oral contraceptives, has been observed.

Other effects of oral contraceptives are nipple dis-

charge, pseudomalignant endometrial or endocer-

vical changes, decidualization, and cloasma. Mas-

culinization of the female fetus can occur if high

and prolonged dosage of the androgenic progesto-

gens are used for hormonal support of a pregnancy.

Usually no corrective surgery is required and the

infant female “grows up to the enlarged clitoris.”

The question of late deviate behavior has not been

thoroughly determined.

There has been no change in the renal collecting

system after large doses of progestogens as was

first theorized. The use of progestogens in the medi-

(Continued on Page 816)
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PROVIDENCE MEDICAL ASSN.
(Continued from Page 814)

cal treatment of endometriosis is still indicated in

selected cases of young women but the incidence

of subsequent pregnancy is not as high as was
originally reported. Increased vaginal moniliasis

has been noted with the combined contraceptive

drugs and false increased levels of the P.B.I. as

well as other tests for steroid levels due to an in-

creased protein binding capacity result from the

estrogen content of the contraceptive medications.

Endometrial cancer metastatic disease will respond

to progestogen chemotherapy.

There is still controversy regarding the correla-

tion of vascular accidents and progestogens. There

is some evidence that blood coagulability times

may be shortened as the dose of progestogen is

increased, and that the venous vascular tone may
be diminished. Overall pituitary function does not

appear to be depressed by progestogen in large and

prolonged dosages.

Doctor Williamson then discussed the various

types of intra-uterine devices characterizing the

known advantages and drawbacks of each. He pos-

tulated that certain improvements were in progress

to increase effectiveness and patient tolerance. As
for the “once a month,” “the morning after,” and
“the every day” pills, although still insufficiently

tested, the general opinion is that they hold

promise.

He concluded his talk with a description of a

new chemical compound whose structural formula

consisted of a fully saturated benzene ring with

nitrous oxide groups attached to each carbon group.

The female is protected against pregnancy by this

chemical, he claimed, because of “No’s” in all po-

sitions even when completely saturated.

ADJOURNMENT
The meeting was adjourned at 9:55 p.m.

Collation was served.

Attendance 72.

Respectfully submitted,

Bertram H. Buxton, Jr., M.D
Secretary

COMPUTER
Billing — Bookkeeping — Taxes
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3IEDICAL MANAGEMENT, INC.

331-9141

A meeting sponsored by the Providence Medical
Association was held on Monday, November 6,

1967, at Roberts Hall, Rhode Island College, Prov-

idence. The program was presented jointly by the

Medico-Legal Committees of the Rhode Island

Medical Society and the Rhode Island Bar Asso-

ciation.

The meeting was called to order at 8:40 p.m. by
the President of the Association, Dr. Gustavo A.

Motta, who commended the Committee for arrang-

ing the conference on the question of pre-trial con-

sultation for screening alleged malpractice claims

against physicians; and he expressed the thanks of

the Association to the members of the Bar Associ-

ation and the State Medical Society who had ac-

cepted the invitation to discuss the subject.

Doctor Motta presented Association membership

certificates to physicians elected to active member-
ship at the October meeting. He then introduced

Dr. Nathan Chaset, Chairman of the Rhode Island

Medical Society’s Medico-Legal Committee, to pre-

side at the conference.

Doctor Chaset in his introductory remarks out-

lined the scope of the problem and then delineated

the areas of discussion for the evening’s program.

He stressed the need for interprofessional com-
munication and cooperation as a basis for under-

standing our common problems.

Doctor Chaset then introduced the representa-

tives of the Bar Association and the State Medical

Society who formed the panel of speakers for the

conference as follows:

Francis B. Sargent, M.D., Chairman, Mediation

Committee, Rhode Island Medical Society.

Guy M. Wells, Member, Judiciary Committee,

Rhode Island Bar Association.

Nathan Chaset, M.D., Chairman, Medico-Legal

Committee, Rhode Island Medical Society.

Kirk Hanson, Chairman, Medico-Legal Confer-

ence Committee, Rhode Island Bar Association.

Honorable Judge James Bulman, Associate Jus-

tice, Superior Court of Rhode Island.

Charles P. Williamson, Legal Counsel for Rhode
Island Medical Society.

He reported that Judge Frank Licht was ill and

unable to participate in the program.

Doctor Sargent described the screening procedure

developed in New Jersey and reported on the first

year’s experience of the program. Mr. Wells pre-

sented a critical analysis of the plan, pointing out

flaws that work to the disadvantage of both plain-

tiff and defendant.

Doctor Chaset outline] the mechanism of opera-

tion for screening claims in Pima County, Arizona,

by a plan that has been widely publicized to the

medical profession.

(Continued on Page 818)
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(Continued from Page 816)

Mr. Kirk Hanson maintained that such a pro-

gram was neither necessary or feasible for Rhode

Island, and he maintained that the present statutes

in the State were sufficient and satisfactory to

meet the needs of all parties concerned. He stated

that any well-documented claim handled by a com-

petent lawyer would, and does, receive medical

testimony by competent physicians, and he ex-

pressed the opinion that in Rhode Island there was

excellent cooperation in such claims between the

physicians and members of the legal profession;

therefore, neither the Pima County nor the New
Jersey programs, in his opinion, would be of any

value in Rhode Island.

Judge Bulman pointed out that the issue under

consideration involved pre-trial screening, and,

therefore, was outside the consideration of the the

judiciary. He commented on some of the points

brought out by the panelists, and he advanced a

suggestion made to him by Judge Licht that the

State Medical Society might consider the advisa-

bility of establishing a sizable panel of physicians

embracing all the specialties from which the Court

might make selections when appointing impartial

medical experts in cases in trial.

Mr. Williamson briefly reviewed the position of

the medical profession in its work of reviewing

alleged malpractice claims through its Mediation

Committee, and he noted that the Committee had

worked closely with the legal profession in attempt-

ing to resolve cases to the mutual satisfaction of the

plaintiff and the defendant.

After the formal presentations, members of the

audience submitted written questions which were

answered by the panelists.

The meeting was adjourned at 10:10 p.m.

John E. Farrell, Sc.D.

Executive Secretary

Attendance 176

ANNUAL MEETING

The Providence Medical

Association

MONDAY, JANUARY 8, 1968

MEDICAL LIBRARY 8:30 p.m.

JCAH Accredited
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DERM AQUIZ
CONDUCTED BY FRANCESCO RONCHESE, M.D.
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A vivid red bulging soft tumor on the nape of the A solid lobulated tumor on an adult woman nape
neck of a 6 months old girl. of the neck.

Answers on Page 835

Coke has the taste

you never get

tired of.
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If it doesn’t
work in a week,
forget it.

Contraindications: Edema; danger of cardiac de-
compensation; history or symptoms of peptic ulcer;

renal, hepatic or cardiac damage; history of drug
allergy; history of blood dyscrasia. The drug should
not be given when the patient is senile or when
other potent drugs are given concurrently. Large
doses of Butazolidin alka are contraindicated in

glaucoma.

Warning: If coumarin-type anticoagulants are given
simultaneously, watch for excessive increase in

prothrombin time. Instances of severe bleeding
have occurred. Pyrazole compounds may potenti-
ate the pharmacologic action of sulfonylurea, sul-

fonamide-type agents and insulin. Carefully ob-
serve patients receiving such therapy. Use with
great caution in the first trimester of pregnancy.

Precautions: Before prescribing, carefully select
patients, avoiding those responsive to routine
measures as well as contraindicated patients.

Obtain a detailed history and a complete physi-
cal and laboratory examination, including a
blood count. The patient should not exceed recom-
mended dosage, should be closely supervised and
should be warned to discontinue the drug and re-

port immediately if fever, sore throat, or mouth
lesions (symptoms of blood dyscrasia); sudden
weight gain (water retention); skin reactions; black
or tarry stools or other evidence of intestinal hem-
orrhage occur. Make regular blood counts. Discon-
tinue the drug immediately and institute counter-
measures if the white count changes significantly,

granulocytes decrease, or immature forms appear.
Use greater care in the elderly and in hyperten-
sives.

Adverse Reactions: The most common are nausea,
edema and drug rash. Swelling of the ankles or
face may be minimized by withholding dietary salt,

reduction in dosage or use of diuretics. In elderly
patients and in those with hypertension the drug
should be discontinued with the appearance of

edema. The drug has been associated with peptic
ulcer and may reactivate a latent peptic ulcer. The
patient should be instructed to take doses imme-
diately before or after meals or with milk to mini-
mize gastric upset. Mild drug rashes frequently
subside with reduction of dosage. However, rash
accompanied by fever or other systemic reactions
usually requires withholding medication. Purpuric
rash has also been reported. Agranulocytosis, ex-
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In rheumatoid arthritis, Butazolidin alka needs
only a week’s trial. If it doesn’t work in a week,

forget it.

A short trial period may spare patients weeks of

discomfort. That’s one reason why Butazolidin alka

seems a good choice when aspirin fails.

It’s not for every patient. Check carefully the

Contraindications, Warning, and Precautions

shown below.

And adverse reactions may occur.The
most common are nausea, edema and
rash. Rarely, agranulocytosis has been
reported. All adverse reactions are

listed below, too.

You’ll know quickly if it works.

And most of the time, it will.

foliative dermatitis, Stevens-Johnson syndrome, or

a generalized allergic reaction similar to serum
sickness may occur and require permanent with-
drawal of medication. Stomatitis, salivary gland
enlargement, vomiting, vertigo and languor may
occur. Leukemia and leukemoid reactions have
been reported. While not definitely attributable

to the drug, a causal relationship cannot be ex-
cluded. Thrombocytopenic purpura and aplastic
anemia may occur. Confusional states, agitation,
headache, blurred vision, optic neuritis and tran-

sient hearing loss have been reported, as have
hyperglycemia, hepatitis, jaundice, and several
cases of anuria and hematuria. With long-term use,
reversible thyroid hyperplasia may occur infre-

quently. Moderate lowering of the red cell count
due to hemodilution may occur.

Dosage in Rheumatoid Arthritis: Initial: 3. to 6 cap-
sules or tablets daily in 3 or 4 equal doses. Trial

period: 1 week. Maintenance dosage should not
exceed 4 capsules or tablets daily; response is

often achieved with 1 or 2 capsules or tablets daily.
6509-V(B)R2

For complete details, please see full prescribing
information.

Butazolidin® alka
Capsules: phenylbutazone, 100 mg.; dried alumi-
num hydroxide gel, 100 mg.; magnesium trisilicate,

150 mg.; homatropine methylbromide, 1.25 mg.

Also available: Butazolidin®, phenylbutazone:
Tablets of 100 mg.

Geigy Pharmaceuticals ~

Division of Geigy Chemical Corporation ?
Ardsley, New York o
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PERIPATETICS

WILLIAM P. SHIELDS has just retired as chief

of Pediatrics at St. Joseph’s Hospital after serving

for twenty-three years. He will continue at St.

Joseph's as a consultant. CARL DeLUCA has been

appointed the new chief of Pediatrics by the Board

of Trustees.

MAURICE ADELMAN recently represented the

Rhode Island Medical Society at the A.M.A. meet-

ing of the Committee on Nursing. Stressed at this

meeting was the serious shortage of nurses and

allied medical personnel which continues. Recruit-

ment and stimulation of interest throughout the

profession was deemed essential.

A large delegation of Rhode Island pediatricians

attended the recent meeting of the American Acad-
emy of Pediatrics which was held this year in

Washington, D. C. Among those who attended were
OSCAR DASHEF of Woonsocket, LEWIS
ABRAMSON of Newport, and MAURICE ADEL-
MAN, ERIC DENHOFF, BANICE FEINBERG,
JOSEPH PELTIER, WILLIAM SHIELDS, REG-
INALD ALLEN, ERNEST MENNILLO, JOHN
ARNOLD, WILLIAM MAURAN, PETER
MATHIEU, CANNON ELEY, FRANK DeLUCA,
BRIAN MAY and JOHN HOGAN, of Providence.

Providence. *****
The Board of Trustees of the Lying-In Hospital

recently announced the appointment of a new Di-

rector of Medical Education and Research. He is

R. GORDON DOUGLAS, known to many Rhode
Island physicians as former Professor of Obstet-

rics and Gynecology at Cornell. After many years

E. P. Anthony, Inc.

WILLBUR E. JOHNSTON, Phar. D.

RAYMOND E. JOHNSTON, B.S.

178 ANGELL STREET

PROVIDENCE, R. I.

GAspee 1>2512

Pharmacy License No. 225

at Cornell and in New York City he comes to

Providence, and will reside in Little Compton.

LESTER L. VARGAS, Surgeon-in-Chief at the

Rhode Island Hospital, will have a new division

entitled Division of Surgical Research. HENRY
T. RANDALL has been appointed jointly by the

Hospital and Brown University to head this new
division and will hold the rank of Professor of

Medical Sciences. Formerly, the new chief directed

the Special Surgical Service at the Memorial Hos-

pital for Cancer and Allied Diseases in New York.*****
November is the time of the annual scientific

programs presented by the staff of the Rhode Is-

land and Pawtucket Memorial Hospitals. The
Pawtucket program, given in honor of the late John
F. Kenney, is now in its thirty-fifth year.

At the Pawtucket Memorial Hospital, papers

were read by JUAN MEDINA, DAVID HALL-
MANN, EDWIN LOVERING, KIERAN HEN-
NESSEY, DAVID BARRY, FREDY ROLAND,
ROBERT RIEMER, EDWARD SPINDELL and
LAURANCE SENSEMAN.

At the Annual Research Day at the Rhode Is-

land Hospital, the participants were: ROBERT
TOULOUKIAN, MARVIN KERZNER, GIL-
BERT DI LEONE, SANDRA CHRUPCALA,
EDWIN TAFT, MAUREEN CALLAHAN, MAU-
RICE ALBALA, HORACE MARTIN, CAR-
MINE SPINELLA, MARJORIE JANSCH, DAN-
IEL ALVES, RICHARD FRATES, FRANK DE
LUCA, JOSEPH CHAZAN, PATRICIA FARNES,
PAUL LA MARCHE and THOMAS FORSYTHE.

ROBERT W. RIEMER, President of the New
England States Chapter of the American College

of Chest Physicians, presided at a recent meeting

of this organization held with the joint sponsor-

ship of Brown University at the Rhode Island

Hospital. PETER F. HARRINGTON and MY-
RON STEIN both presided at sessions of the

meeting.

JULIUS C. MIGLIORI has been appointed

Chief of the Department of Anesthesiology at Our
Lady of Fatima Hospital and the St. Joseph’s

Hospital, as recently announced by the Board of

Trustees of the hospitals. WILLIAM A. McDON-
(Confinued on Page 823)
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BOSTON MEDICAL REPORTS
Schedule from Tuesday, December 19, 1967 — Wednesday, January 21, 1968

36 WSBE-TV, Providence

2 WGBH-TV, Boston

44 WCBX-TV, Boston

DATE 7:50 A.M. 10:00 P.M. SUBJECT

Tuesday, Dec. 19 36, 2 44 (BMR-37) Fractures, Dislocations, Sprains

Wednesday, Dec. 20.... 2 (BMR-3) Jaundice—Medical or Surgical?

Thursday, Dec. 21 2 36 (BMR-37) Fractures, Dislocations, Sprains

Tuesday, Jan. 9 36, 2 44 (BMR-3) Jaundice—Medical or Surgical?

Wednesday, Jan. 10. . . . 2 (Ontario) Obstetrical Emergencies

Thursday, Jan. 11 2 36 (BMR-3) Jaundice—Medical or Surgical?

Tuesday, Jan. 16 36, 2 44 (Ontario) Obstetrical Emergencies

Wednesday, Jan. 17. . . . 2 (BMR-25) Esophageal Disorders

Thursday, Jan. 18 2 36 (Ontario) Obstetrical Emergencies

Tuesday, Jan. 23 36, 2 44 (BMR-25) Esophageal Disorders

Wednesday, Jan. 24. . . . 2 Drugs

Thursday, Jan. 25 2 36 (BMR-25) Esophageal Disorders

Tuesday, Jan. 30 36, 2 44 Drugs

Wednesday, Jan. 31 ... . 2 (BMR-51) Ulcerative Colitis

PERIPATETICS
(’Concluded from Page 822)

NELL, Chief since 1948, will continue as consult-

ing physician in Anesthesiology.

JOHN J. CUNNINGHAM, President-Elect of

the Rhode Island Medical Society, addressed the

Fourth Annual Convention of the Rhode Island

Association of Medical Assistants. At the same
session SEEBERT J. GOLDOWSKY, Editor of

the JOURNAL, gave a talk illustrated by slides on

current conditions in the State of Israel.

ARTHUR KERN, well-known to the medical

profession in Rhode Island as a dermatologist, is

becoming known to the wider community also as

a sculptor of note. At the Providence Art Club a

one-man show of his sculpture was recently widely

seen and applauded. The accompanying photo-

graph is one of the sculptor’s own favorites, titled

‘‘Medusa.” *****
SEEBERT J. GOLDOWSKY, editor-in-chief of

this Journal, was named as President-Elect of the

Council of the New England State Medical Socie-

ties at the Council’s annual meeting in Boston on

November 8. Doctor Goldowsky will succeed Dr.

Albert E. Barcomb of Rochester, N. H. as head of

the organization next year. The Council of the

New England Medical Societies is comprised of

six official delegates from the states in the region

who meet to effect a closer cooperation in the de-

velopment and maintenance of the highest stand-

ards of medical practice, and the development of

programs of mutual interest.

Dr. Kern’s “Medusa”
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IN THE EDITOR S MAILBOX

MEDICAL CARE STUDY
November 2, 1967

To the Editor:

In the October 1967 issue of the Rhode Island

Medical Journal, a paper (Medical Care in Rhode

Island — A Report of Studies Planned and in

Progress) was published under the names of Bur-

gess, Organic, Peterson and Burnight. Your readers

should be informed that my degree was incorrectly

stated as M.D. It is, in fact, Ph.D. The error was

no doubt due to our poor proofreading, for which

we apologize to you and to your readers.

Dr. Burgess has also mentioned to me a pictur-

esque error in the description of the hospital care

outcome study, which states that the study is de-

signed to “explode” the benefits of hospital care.

The word should be explore.

Harold N. Organic

Department of Sociology

Population Studies and Training Center

Brown University
* * *

To the Editor:

I should like to submit the following critique of

the paper of Alex M. Burgess, Jr., et al., titled

“Medical Care in R.I. — A Report of Studies

Planned and in Progress” which appeared in the

JOURNAL issue of October, 1967.

In any field, research designed to increase knowl-

edge not only is edifying to all but also is to be

encouraged. Caution, however, must prevail lest the

conclusions derived from research which is limited

by methodology and the sources of sampling extend

beyond the actual subject matter of study. Because

the data to be obtained by the social studies out-

lined in this report will be used both locally and

nationally to direct the lives of men, a critical ap-

praisal of the premises is presented and offered

constructively.

In an attempt to describe a mechanistic system

in a quasi-scientific manner, a flow-chart was de-

vised to depict the numerous factors affecting the

Mainstream of medical care.

The first abstraction considers “Disease and

symptoms in a population (need).”

This is of no greater value than the sample, the

limitations of the sampler, and the restraints of

the variables chosen to project other abstractions

from prevalence rates. To equate these abstrac-

tions with need further compounds fallacious

conclusions.

True, certain economic and physical factors are

particularly suited to scientific study. But popula-

tions have sociological, not medical symptoms and
diseases; only individual persons have medical

symptoms and diseases.

Such persons (forming a society) as will utilize

medical resources (Hospitals, clinics, nursing

homes, extended care facilities, pharmaceuticals,

appliances, etc.) will be guided by their individual

concepts of need in any illness (emergent, acute,

or chronic) with or without actual disease, whether

in situations of regulated or unregulated preventive

medicine, eugenics, or of questionable medical ne-

cessity (Example — seeking medical certification

of disability for welfare and/or insurance benefits,

or for welfare doles, etc.).

Without a true assessment of the motivations of

a patient a true evaluation of “Out-patient Care”

cannot be obtained. Furthermore, without a fac-

tual appraisal of the motivations of both the pa-

tient and his doctor (or team of doctors), a pre-

cise conclusion of “In-hospital Utilization” can-

not be formulated.

Lumping doctors and nurses together under “Re-

sources input” implies that these are comparable to

hospitals and equipment and that they make up

rather homogenous groups in academic proficiency

and in their individual ability to deliver comparable

services. Doctors and nurses differ not only in their

motivations to accomplish their respective tasks,

but also in their desires to excel in their chosen

fields. Actually, some tend to have long-term goals,

others short-term goals.

Individuals may be considered as machines or

digits, but they will always remain as distinct as

the “Intellectual” who attempts to mold them

into his preconceived idea of how they should

be and function.

The outcome of a treatment may be self-evident

to the physician, social worker, or nurse. But to

the patient, success or failure may not follow the

scientific pattern. Is his consideration least impor-

tant? Of course, both scientific and personal ap-

praisals may coincide. Yet, and of perhaps greater

importance, they may be very dissimilar or agree

only in certain aspects of the physical treatment

which may or may not be considered in the study.

The current tendency to draw broader conclu-

sions than the evidence actually warrants must

be resisted in order to avoid being misleading or

misled.

In any social study adequate sampling of the

true motives and objectives of individuals must be

obtained before the full import of the objective find-

ings can be realistically appreciated and synthe-

sized into newer concepts that can be readily ap-

plied for the welfare of each individual in a society.

Albert F. Tetreault, m.d.



DUAL PROBLEM IN PEPTIC ULCER
Relief of hyperacidity is still a primary goal in the treatment of peptic

ulcer. And antacids are the most widely used means of achieving this

relief. But antacids alone cannot influence the distention and bloating

which so often add to ulcer distress.

THIS IS WHY MYLANTA® PROVIDES:
the two most widely used antacids—magnesium and aluminum hydrox-

ides—to help secure rapid acid neutralization with little chance of laxa-

tion or constipation;
PLUS

the defoaming action of simethicone—to help relieve the painful gas

symptoms which often accompany peptic ulcer.

nonfatiguing flavor/smooth pleasant texture; both

assure patient cooperation during long-term therapy.

Stuart) Division of /ATLAS CHEMICAL INDUSTRIES. INC. / Pasadena, Calif.
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BOOK REVIEWS

GENETICA MEDICA by Luigi Gedda, M.D.
Edizioni Istituto Mendel, Rome, Italy, 1961-

1963. Seven volumes, Quarto

Luigi Gedda, gynecologist and geneticist of in-

ternational fame, director of the Gregorio Mendel

Institute at Rome, a unique institution dedicated

to the study of twins, is known particularly for a

1381-page volume entitled: Studio dei Gemelli,

published in 1961 by Charles C Thomas as Twins
in History and Science. Gedda is author of many
books and is a principle speaker in most interna-

tional gatherings dealing with genetics. He is editor

of Acta Geneticae Medicae et Gemellologiae.

De Genetica Medica is a fine product of the

polyglot presses of Vatican City. It is handsomely

bound with a different color for each volume: ruber

the first, croceus the second, flavus the third, viri-

dis the fourth, caeruleus the fifth, indicus the sixth,

violaceous the seventh.

Contributions to this outstanding international

treatise are in Italian, English, and German with

large summaries in the languages not used in the

text.

Volume I, 378 pages, begins with a foreword by
Gedda in Italian, English, French, German, Span-

ish, Japanese and Russian. The ensuing contribu-

tions are as follows: MAYER, History of Genetics;

MAINX, The Theory of the Gene; KOOPMANS,
Karyology and Cytogenetics; MANGOLD, Prin-

ciples of Developmental Physiology of Vertebrates

with Special Emphasis on Malformations on the

Basis of Experimental Work on Urodela; SEARLE,
Comparative Genetics; PFANDLER, Lethal Fac-

tors; and DE CASTRO, Genetics and Statistics.

Volume II, 470 pages: FRACCARO, Human
Chromosomes; GATES, Race Crossing (133 pages,

84 illustrations); SCHAEUBLE, The Skin—The
Hair; SCHAEFER, Hairy Areas of the Ocular Re-

gion—Soft Parts of the Ocular Region—Eye Color

and Iris Structure; JURGENS, Nose Traits—Ear
Traits; KORKHAUS, Normal Traits of Teeth,

Jaws, and Facial Cranium; WIENER and WEX-
LER, Immunogenetics; DE GROUCHY, Serum
Blood Groups; DE TONI, Growth Genetics;

GARN, The Genetics of Normal Human Growth;

and GEDDA and BRENCI, The Study of Twins
as a Research Method in Human Genetics.

Volume III, 404 pages: BAUER, General Prin-

ciples. Concept of disease; BOOK, Clinical Cyto-

genetics; HANHART, Results of Demogenetic

Research on Isolates, with Special Emphasis on

Swiss Imbreeding Areas; TURPIN and CRU-
VEILLER, Familial Demography; SERRA, Con-

sanguinity and its Effects in Human Population;

REED, Counseling in Medical Genetics; LE-
JEUNE and TURPIN, Genetic Effects of Ionizing

Radiations; MITOLO, Genetics and Vitaminology;

RONCHESE, Genetics and Occupation; PFAND-
LER, Lethal Factors in the Species; LAMY and

MAROTEAUX, Embropathies; FRASER, Con-
genital Clefts of the Face; DEGENHARDT, Gen-

etics of Pathologic Variants of the Vertebral Col-

umn, with Special Emphasis on Status Dysrhaphi-

cus; MANUILA, ABO Blood Groups and Disease;

GREBE, Surgery and Genetics; and MORGANTI
and BEOLCHINI, Family Incidence of Neoplasms.

Volumn IV, 380 pages, GEDDA, Clinical Gen-

etics (diagnosis, prognosis, therapy); SCHACHT-
ER, Diseases of Endocrine Glands; PFANDLER,
Metabolic Disorders (Carbohydrates, Proteins,

Purines and Pyrimidines, Water, Iron, Pigments,

Copper); LARSON, Phenylketonuria; SANSONE,
Genotypic Metabolic Diseases from Enzymatic De-
ficiency; DE NICOLA, Hereditary Diseases of Co-

agulation and Hemostasis; SILVESTRONI and

BIANCO, Human Hemoglobins (140 pages, 192

illustrations); and GATTO, Morphologic Anoma-
lies of Blood.

Volume VI, 449 pages: WAARDENBURG, The
Ocular Adnexa (Eyebrows and Eyelids, Conjunc-

tiva, Palpebrae et Bulbi, Lacrimal apparatus), Dis-

orders of the Outer Eye Muscles; FRANCES-
CHETTI, Congenital Troubles of the Color Sense

and their Relationship with Chromosomal Abbera-

tions; and FRANCOIS, Colobomatous Affections

of the Ocular Globe (273 pages, 158 illustrations).

Volumes V and VII (Diseases of Bones, Nerves,

Ear, Nose, Throat, Skin, Heart, Blood Vessels,

Lungs, Liver, Teeth, Gastrointestinal and Genito-

urinary apparatuses) are in press.

F. Ronchese, M.D.

PATHOLOGY by Stanley L. Robbins, M.D. Third

edition. W. B. Saunders Company, Philadelphia,

1967. $20.50 Single Volume; $25.00 two Volume

Set.

The present edition continues to be a readable

textbook of pathologic anatomy designed, accord-

ing to the author, specifically for students and
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clinicians. The basis for its appeal is its precise

and lucid presentation of basic disease processes

accompanied by excellent illustrations, concise

charts, and a well selected bibliography. This pre-

sent edition may be obtained in two volumes for

easier handling. It covers general and organ path-

ology, including chapters on genetics, diseases of

infancy and of aging. As was the case previously,

several chapters have been written by other con-

tributors. The text and illustrations have been

considerably up-dated to include many electromi-

crographs, in addition to gross and light microscopic

illustrations, which remain the backbone of ana-

tomic pathology. There is good clinical and labora-

tory correlation.

The book is well recommended to students, house

officers, and anyone preparing for specialty boards.

George F. Meissner, M.D.

SCANNING THE MEDICAL
LITERATURE

ISOPAQUE® 440: A NEW ANGIOGRAPHY
CONTRAST MEDIUM, CLINICAL AND EX-
PERIMENTAL EVALUTION by James J.

Yashar, Edward B. Diethrich, H. Edward Gar-

rett and Michael E. DeBakey. Cardiov. Res.

Cent. Bull. 5:119, April-June, 1967.

A new contrast medium for angiography, Iso-

paque® 440, recently became available. High io-

dine content (440mg./ml.), low viscosity, and high

solubility in water are desirable physicochemical

properties of Isopaque® 440. Using this contrast

material in experimental and clinical investigations,

it was found that obdominal aortograms of excellent

quality could be obtained. Studies in animals dem-
onstrated no neurological or renal toxicity of the

compound. Translumbar aortograms have been per-

formed clinically on 100 consecutive patients with-

out a single complication attributable to the con-

trast medium. Isopaque® 440 is not recommended
for cerebral angiography by direct intracarotid in-

jection because of its very high iodine concentra-

tion.

JANUARY 24, 1968

HOUSE OF DELEGATES

of the

RHODE ISLAND MEDICAL
SOCIETY

3 p.m.

"SPECIALIST

on hundreds

of cases ....
Just as many doctors specialize,

we have concentrated our efforts in

selecting and retailing the finest

wines in the world. In a sense, we are

“specialists”, too.

We have more than 1300

different types of wines from

which you can select. If you’re

uncertain as to the right wine for a

particular occasion, we'd be very

happy to help you, just as we have

helped thousands of others enjoy the

finest wines in the world. We are

“specialists” on hundreds of cases

of the finest vintages. Let us help

you select from the largest array

of wines in the area. As a matter of

fact, we have a one-third greater

selection than any wine shop

in New York. Another “plus”. Join

our Vintage Guild. Membership

is free.

Please see our “specialists.”

No appointment necessary.

MEETING AT LIBRARY
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ACUTE EPIGLOTTITIS: REPORT OF AN ADULT CASE

Early Establishment Of Adequate Airivay Is Primary Concern

MARY D. LEKAS, M.D.

The Author. Mary D. Lekas, M.D., of Providence, R.I.

Associate Surgeon, Department of Otorhinolaryngology

,

Rhode Island Hospital; Consultant, U.S. Veterans Ad-
ministration Hospital, Providence, R.I.

Acute epiglottitis is a disease which is associated

with a high mortality rate if the right diagnosis is

not made correctly at the first examination. 1 This

disease causes an acute inflammatory edema of the

epiglottis and the supraglottic tissues of the larynx,

resulting in laryngeal obstruction. The submucosal

layer on the laryngeal side of the epiglottis, as well

as the aryepiglottic folds and the ventricular bands,

is very loose thereby causing sudden boggy edema
which may aspirated into the glottis producing im-

mediate asphyxia and death.2 According to the

studies by Vetto,3 the epiglottis curls posteriorly

and interiorly, as the edema of the epiglottis in-

creases, until it rests immediately superior to the

glottic chink, and the airway may suddenly get

occluded by mucus or additional edema. Therefore,

one should always be prepared to treat it as an

emergency. Acute epiglottitis can be diagnosed very

easily and quickly, and it responds well to proper

therapy. The prostration and degree of shock seen

in patients with epiglottitis is out of proportion to

the short duration of the illness and to the degree

of the respiratory obstruction.

In an adult the onset of symptoms is usually a

matter of a few days; whereas in children the onset

of symptoms is usually a matter of a few hours.

Examination of the toxic child shows restlessness,

stridor, use of the accessory muscles, a frightened

look, and eventually cyanosis from “air hunger.”

The first symptom is a sore throat, followed by
dysphagia and increasing respiratory difficulty. The
duration of symptoms is short, a matter of hours,

and early symptoms are insignificant, followed by
a sudden onset of respiratory distress. An adult or

a child old enough may complain of soreness and
pain on swallowing, stating, ‘T can hardly swallow

my own saliva!” There is no true hoarseness or

aphonia, because the pathology is at the supraglot-

tic level.
4 There is a muffled quality to the voice.

These patients usually swallow a lot; because of

large amounts of mucus in the oral pharynx. A
young child may gag when drinking. One can easily

be deceived by the early course of this disease

causing mild hyperemia of the pharynx and slight

tenderness of the anterior cervical lymph nodes.

The treatment of this acute supraglottic disease

begins with the awareness of the condition.

Generally, in children, depression of the tongue

or pulling the tongue forward during examination

will permit adequate visualization of the fiery red

and edematous epiglottis. Mirror laryngoscopy is

used in adults and direct laryngoscopy, if neces-

sary, in infants when there is inadequate visualiza-

tion of the epiglottic area with firm depression of

the base of the tongue. Some follow the routine of

getting a lateral film of the neck to rule out the

presence of a foreign body.5

The surgical dictum that a tracheotomy should

be done on all children as soon as the diagnosis is

made is still being followed, even in spite of newer

antibiotics and newer anti-inflammatory medica-

tions. A tracheostomy can usually be avoided in an

adult if treatment is instituted in time; although,

if restlessness or other signs of impending asphyxia

develop, a tracheostomy should be done in the

adult.6
If a tracheotomy (in children) or a tracheos-

tomy (in adults) is done, high humidity over the

tube with a Puritron® Nebulizer, for example, is

utilized in order to prevent tracheal drying and

inspissation of mucus.

Most of the patients have a low-grade fever, and

appear much sicker than the fever or other clinical

findings would indicate. Leucocytosis is present,

and cultures may reveal Hemophilus influenzae,

type B, especially in children, and perhaps alpha

hemolytic streptococcus in adults. H. influenzae is

a rare pathogen in adults, particularly if one ex-

cludes the group of patients who have chronic pul-

monary disease, such as bronchitis. Adults are usu-

ally protected by circulating bactericidal antibodies

to Type B Hemophilus influenzae organisms. 7

Antibiotics are given parenterally in order to

achieve a rapid blood level. Chloramphenicol is the

drug of choice for Hemophilus influenzae B in-

fection, and penicillin together with streptomycin

is usually given for the hemolytic streptococcus in-

fections. Steroids have also been found to be help-

ful because of their anti-inflammatory action —
(Continued on next page)
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they are considered relatively innocuous over a

short period of time.

A point of interest: Berman and Holtzman8
re-

ported that this disease commonly occurs in the

late fall, winter and early spring, especially in chil-

dren between two and six years of age. Matteson 1

reported August as the month of common occur-

rence, both in children and adults. Jones
4

stated

that there is a slight predominance in males, and a

marked preponderance in the winter.

CASE REPORT
Mr. E. R., a thirty-nine year old male patient,

was seen in the Accident Room of a suburban hos-

pital with complaints of a sore throat of one day’s

duration, the sensation of a “lump” in the back of

his throat, and “difficulty in swallowing his own
saliva.” He was given an injection of penicillin for

his sore throat, and sent home with penicillin tab-

lets. He returned to the same Accident Room that

evening, stating that he could not swallow the tab-

lets and was having some difficulty in breathing.

The doctor in attendance told the patient to crush

the tablets and force himself to swallow them, and

the patient was again sent home. The sore throat,

dysphagia, and respiratory distress increased in se-

verity. The patient then consulted a nurse who was

a relative for advice. He was taken to the Rhode

Island Hospital Emergency Room, then I saw

him in consultation. Physical examination revealed

a patient with dyspnea and a muffled voice. Indi-

rect mirror laryngoscopy showed a beefy-red and

swollen epiglottis. He was admitted to Rhode Is-

land Hospital as an emergency patient and was

rushed to the Operating Room where a tracheos-

tomy was performed under local anesthesia, with-

out preoperative medication. The airway was im-

mediately improved, and vital signs became stable.

The patient was immediately given 4 mg. of Deca-

dron® by the intramuscular route and was main-

tained on a short course of steroids. Penicillin,

streptomycin, aqueous Chymar,® and Benadryl®

were given parenterallv. Fluids were also given

parenterally to maintain fluid and salt intake in

the presence of dysphagia and dehydration. Tem-
perature was 100.6°F. rectally on admission, white

blood count (WBC) 22,200 with 87 per cent neu-

trophils, 6 lymphocytes, S monocytes, and 2 eosino-

phils; hemoglobin 14 gm. per cent with 43 per

cent microhematocrit. Repeat WBC and differen-

tial revealed 22,700 with 96 neutrophils, 3 lympho-

cytes, and 1 monocyte. Normal urinalysis. Routine

culture of the tracheobronchial secretions revealed

a moderate growth of Streptococcus viridans and

nonpathogenic Neisseria (beta strep, probably

masked by antibiotics). Cold hemagglutinins,

adenovirus group, soluble influenza (Group A & B),

parainfluenza (type 1, 2, & 3), psittocosis group,

Q fever, and the Eaton agent were all within nor-

mal limits. The only significant test was the anti-

streptolysin O (ASO) titer which was 333 Todd
units/ml. This was again repeated, and found to

be 833 U./ml. Another repeat, one month later

was 500 U./ml. If the titer is 125 or more Todd
units, it signifies that the patient has had a recent

beta streptococcus infection of the Group A type.

Titers of 500 or more may reflect existing infection

with the beta streptococci. 10 Repeat indirect mirror

laryngoscopy showed an abscess of the epiglottis.

Though symptoms cleared readily following treat-

ment, complete resolution of the epiglottic inflam-

matory edema required nearly a month after dis-

charge from the hospital, accounting for the ele-

vated ASO titer.

The patient was able to take oral medications

and fluids 48 hours after admission. The tracheos-

tomy tube was corked in 72 hours, and was re-

moved the following day without any difficulty;

The patient was discharged within a week. He was

maintained on penicillin for another two weeks.

SUMMARY
Acute epiglottitis is not a rare disease and may

be very severe or fatal. One should institute tho-

rough investigation with prompt therapy in patients

giving a history of sore throat, dysphagia, and

respiratory distress of short duration. The early es-

tablishment of an adequate airway is the primary

consideration. As soon as the diagnosis of acute

epiglottitis is made in children a tracheotomy should

be done. A tracheostomy can usually be avoided in

an adult if treated in time.

Diagnosis is confirmed clinically by direct or

indirect examination oj the epiglottis. Often the

swollen epiglottis can be seen on firm depression of

the base of the tongue. Mirror laryngoscopy should

be performed on all adults, and direct laryngoscopy

if necessary, in infants.

Bacterial culture and antibiotic sensitivity studies

of secretions is indicated. Streptomycin and peni-

cillin are given to combat coccal invaders; chlo-

ramphenicol is used when Hemophilus influenzae

B infection is suspected. In the presence of dys-

phagia and dehydration, fluids are given parenter-

ally. Humidification is necessary to prevent respi-

ratory obstruction from crust formation, especially

following tracheotomy.
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The differential diagnosis of delayed walking

(delay beyond 20 months of age) can be an in-

triguing as well as a difficult problem to clarify.

Generally, a delay of establishing unsupported and

reciprocal gait patterns beyond 18 months is con-

sidered abnormal, although the factor of matura-

tional lag warrants consideration of extension of

this period into 20 months. When the reasons are

organic, often there are additional abnormal devel-

opmental features to indicate neuromuscular, in-

tellectual, or metabolic disorder.

The case report, of a 2-year-old white female, is

presented to exemplify the problems in differential

diagnosis in delayed walking and to emphasize the

need for meticulous investigation, where the rea-

sons for delayed development are unclear.

CASE REPORT

Chief Complaint: The child was first examined

on February 2, 1967 at 2 years of age, because of

inability to walk unsupported. She had had a his-

tory of poor head control until three months of

age and a lag in sitting to twelve months. Now at

2 years, language development was limited to iso-

lated words, and she was not yet speaking 2-3 word

sentences. Her behavior was generally acceptable,

but at times she was hyperactive, inattentive, and

unresponsive.

Background Data: There are 4 siblings who are

problem-free. There are no contributing or emo-

tional factors in the background. The mother had

two previous miscarriages, prior to her birth. This

pregnancy was uneventful and the delivery uncom-
plicated. Her birth weight was 7 lbs. and 4 ozs.

The perinatal course was uneventful.

Initial Physical Examination: Her weight was 28

pounds, height 32)^ inches, head 18 inches, and
chest 20 inches. She walked with a waddling gait,

but reciprocal patterning was present. She was
irritable and did not appear fully capable of fol-

lowing directions appropriate for her age. There

were no congenital stigmata noted.

The pertinent findings were: Tongue movements
were sluggish. Deep reflexes were increased asym-

metrically. The reactions on the right side were

increased over the left. The superficial abdominal

reflexes were diminished. Tonus of the lower ex-

tremities was noromotonic, depending on the cry-

ing, but the trend was towards hypertonicity. The

right Achilles tendon was hypomobile. There was

an incomplete extensor plantar reflex on the right.

Muscle strength of the trunk and upper girdle ap-

peared normal for age. Postural reflexes were im-

mature. These included the tonic neck reflex, and

extensor, placing and parachute reflexes. There was

some facial asymmetry and mild weakness of the

muscles of the right jaw. Developmental tests were

consistent with an overall developmental level of 14

months. At subsequent times, she did better than

this.

A working diagnosis of developmental retarda-

tion associated with cerebral palsy atonia was made.

However, a complete metabolic study was felt to

be indicated.

Initially a mild relaxant was prescribed to con-

trol hyperactive behavior so that function could be

(Continued on next page)
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reassessed. Within the month she started to walk

unsupported. On reexamination there were found

to be tight adductors bilaterally and a persisting

mild waddling gait. She was admitted to The Mir-

iam Hospital on April 16, 1967 for comprehensive

evaluation.

First she was seen in orthopedic consultation.

The gastrocenemius muscle groups were noted to be

enlarged, but the muscle was firm (Figure 1).

There was limitation of adduction of the right hip

and lower extremity. There were possible shorten-

ing of the left leg and an asymmetrical groin fold

with a lower fold on the right than the left. No
gross instability was noted on push-pull testing,

and the greater trochanter appeared to be in line

with Nelaton’s line. With the patient supine, the

quadricep muscles were also noted to be hypertro-

phic. The trunk is long in relationship to a relative-

ly short extremity length. When standing, the child

went up on the toes with little difficulty, exhibiting

good power in the gastro-soleus group (See figure

1 ) . A wide-based gait without a true waddle was
noted. Their was no pelvic tilt. There was a full-

range motion of the extremity both actively and
passively, and there were no fixed contractures.

Roentgenograms of the pelvis and hips revealed

normal acetabular development. There was a slight

valgus deformity of the left femoral neck with

some disturbance in Shenton’s line, but no true

subluxation was observed. No bony abnormalities

suggestive of osteochondrodystrophy are seen in the

pelvic films, or in the films of the wrist.

The orthopedic impression was ‘‘hypotonia” with

questionable muscle hypertrophy and slow motor
development. There was a beginning tightness of

the right hip. “The child may turn out to be a mild

cerebra 1 p-lsy, beg'nning with hypotonia, progress-
;ng to spasticity. Primary muscle disease has to

be ruled out. in view of the hypertrophy.”

The following tests were done initially: Complete
bicod count, urine, spinal fluied evaluation, blood

chemical studies, blood sugar, blood urea nitrogen,

and electroencephalogram; also uric acid, protein

bound iodine, Hinton, and g-o-transaminase, which

was 244 mg. (normal 30-50 mg.) Because of this

abnormality, cardiac studies and further muscle

enzyme studies were made. Cardiac studies were

normal. X-ray studies of heart, electroencephalo-

gram, sedimentation rate, and antistreptolysin lev-

els were all normal. Muscle enzyme studies, how-

ever, were markedly abnormal: Lactic dehydro-

genase 735 (n-150-350), aldolase 170 (n-0-8), and
creatine phosphokinase 570 (n-0-15).

A muscle biopsy was promptly performed to con-

firm the likelihood of pseudohypotrophic muscular

dystrophy. The report read:

*Dr. Jacob Dyckman, Pathologist, The Miriam Hos-
pital.

“Sections of the muscle tissue show scattered

foci of basophilic degeneration of some muscle fi-

bers associated with increased numbers of sarcolem-

mal nuclei and in a few areas with some inflamma-

tory cell infiltration in the adjacent somewhat ede-

matous-appearing interstitial tissue. Some of these

basophilic fibers show loss of striations, and a few

show central nucleation. Although there is some

variation in fiber size, this is generally not marked.

There is no significant fatty infiltration. Many
small nerve fibers in the section appear normal.

“The changes observed are more in favor of a

primary muscular dystrophy rather than muscle

degeneration secondary to nerve disease. The dis-

ease appears to be at a relatively early stage.

Changes are consistent with muscular dystrophy.”*

By this time results of a 2 phase chromatogram

had returned. The specimen showed evidence of a

moderate increase of the sulfur-containing amino-

acid cystine, cysteic acid, and to a lesser extent

homocystine. The nitroprusside cyanide test was

negative. Glycine, serine, and taurine were also

present in normal amounts, although alanine was

slightly increased. Blood electrophoretic patterns

were normal.

This finding was consistent with a muscle de-

generative process. The muscle enzyme studies

were repeated with almost identical results. A cre-

atine phosphokinase level on each parent was with-

in normal limits.

The muscle biopsy slides were reviewed by Ches-

ter Swinyard, M.D. and Leon Greenspan, M.D.,

at the Institute of Physical Medicine in New York.

They both agreed that the child's muscle reaction

was characterized by the classical ground glass

muscle bundles, round and irregular, which are

usually found in cases of pseudohypertrophic mus-

cular dystrophy.

Within a month of discharge, the child was walk-

ing well, talking and behaving at age level. How-
ever, psychological testing was marginal. Because

improvement had occurred, it was difficult for the

parents to accept the diagnosis.

DISCUSSION
The differential diagnosis of a 2-year-old female

who is unable to walk, often lies between 1) ma-
turational lag, 2) neuro-motor impairment, 3) ce-

rebral palsy and mental retardation, and 4) myo-
pathies. Contrary to general knowledge, it has been

demonstrated that at least half of the cases of

pseudohypertrophic muscular dystrophy are mildly

retarded. At 2 years of age the developmental lag

can be associated with retardation, rather than

with muscle weakness. Another difficulty in dif-

ferential diagnosis is the fact that when many of

these youngsters start to walk, they walk on their

toes and resemble children with spastic diplegia. If

(Concluded on Page 835)
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THE INCIDENCE OF HIGH SCHOOL FOOTBALL INJURIES*
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INTRODUCTION
A review of the literature reveals only one sur-

vey giving the over-all incidence of schoolboy foot-

ball injuries in any given year, that conducted by

Doctor Marvin McClellan of Cincinnati, Ohio. In

1964 McClellan reported the incidence of high

school football injuries in the southwest Ohio area.

Detailed forms were issued to the coaches of the

schools involved and material was collected through-

out the season. These data were then processed in

a computer, yielding pertinent information which

we have used as a basis for comparison.

SOURCE OF INFORMATION
The present report is a review of injuries sus-

tained by high school football players in the state

of Rhode Island over a six year period from 1960

to 1965 inclusive.

Material for this study was obtained from in-

surance claims forms. In the State of Rhode Is-

land medical expenses for football injuries are cov-

ered by an “Injury Fund.” This fund is supported

primarily by exhibition football games at the be-

ginning of the season. It is headed by a high school

principal. To apply for funds the coaches are re-

quired to complete a form giving details of the

injury. As compared with the Ohio report the ma-

terial available in some of our cases was not com-

plete.

RESULTS OF STUDY
Over the six year period (Table 1) there has

been a gradual increase in the number of partici-

pating schools, and therefore the number of par-

ticipants. Under the heading of minor injuries are

listed muscular strains and sprains, which consti-

tuted 61 per cent of the injuries. Potentially se-

rious injuries are injuries to vital parts of the body,

but not necessarily serious because of the force

involved. The percentage of potentially serious in-

juries has decreased through the years. This prob-

ably represents better liaison between the coaches

and the attending medical personnel, resulting in

medical attention regardless of the seriousness of

Presented at the Sixth Post-Graduate Conference
on Medical Aspects of Sport's, at the University of
Rhode Island, Kingston, R.I., August 17, 1967,

TABLE 1

Year Schools

Partici-

pants Total

Potentially

Minor Serious %
1960 25 1,500 265 140 124 47%
1961 28 1,680 283 145 139 46%
1962 31 1,860 270 158 112 41%
1963 33 1,980 407 2'63 144 35%
1964 33 2,000 391 246 145 37%
1965 33 2,000 575 374 201 34%

TOTAL 11,020 2,191 1,326 865 39%

OHIO 31 2,826 550 340 210 39%

the injury. These figures indicate that one out of

every five boys participating in football will sus-

tain some type of injury; however, only one out of

thirteen will sustain a potentially serious injury.

With McClellan’s permission, the Ohio figures are

listed for comparison. There is a striking similarity

between results for the year 1964 in the Rhode Is-

land survey and those of the Ohio survey.

The specific injuries are listed in Table 2 accord-

ing to the occurrence rate over the years. Also

listed are the Ohio injuries for comparison study.

1. KNEE injuries have been consistently high

in incidence over the years, ranging from twelve to

eighteen per cent of injuries. The Ohio review

showed a higher percentage as compared to our

series. Opportunity was available to review 198 of

294 injuries. One hundred and three occurred dur-

ing practice and 95 during games. They appeared

(Continued on next page)

TABLE 2

TYPE OF INJURY

1960 1961 1962 1963 1934 1965

Ohio
1964

Knee 48 27 32 52 66 69 90

Fracture 55 55 50 57 63 52 57

Hand 34 33 37 51 52 72 60

Shoulder 27 13 19 37 28 39 43

Back 34 19 16 35 25 28 13

Wrist 3 2 8 12 16 21 12

Groin 1 3 2 6 6 3 4
Kidney 2 1 5 6 6 2 —
Concussion 15 13 20 14 14 31 21

Laceration 12 8 13 20 25 25 37
Dental 18 23 5 7 7 10 7
Nose 13 17 12 9 4 16 9
Ribs & Chest 11 14 11 18 6 13 18

Ankle 20 23 13 38 38 51 87

TOTAL 264 283 270 407 391 575 530
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to be equally divided between linemen and ends,

and backs. About 65 per cent of the total injuries

occurred to first string players and 35 per cent to

substitutes. The Ohio study revealed that 75 per

cent of the injuries occurred to varsity players.

Over the six year period, one knee injury endan-

gered the life of the extremity. A posterior dislo-

cation of the knee was complicated by vascular

insufficiency which necessitated an arterial graft.

2. FRACTURES of all types are included un-

der this heading. There is no explanation for the

constant figure that appeared along the board and

even over into the Ohio figure. The individual

fractures will be separately discussed.

3. HAND — The high incidence of these in-

juries was surprising, averaging approximately 12

per cent of the total injuries. They were sustained

almost exclusively by the interior linemen. The
injuries consisted of interphalangeal joint disloca-

tions, fractures of the phalanges and thumbs, and
metacarpal fractures. Finger lacerations are in-

cluded.

4. SHOULDER injuries represented approxi-

mately 7.4 per cent of the total injuries and con-

sisted of clavicle fractures, acromioclavicular joint

separations, surgical neck fractures, and disloca-

tions of the shoulder joint.

5. BACK INJURIES accounted for 7.2 per

cent of the total, the majority of which were lum-

bosacral muscle strains. They were generally sus-

tained by backfield players whose motion had been

stopped but who had not been thrown to the

ground.. The injury occurred when they were

struck a second time. There were five cases in

which a previously diagnosed lumbosacral strain

turned out to be in fact a fracture of the trans-

verse process. A non-displaced fracture of the trans-

verse process can easily be displaced if a boy is

allowed to play too soon. The initial x-ray plate

taken on the day of the injury may not disclose

the fracture if the fracture is concealed by gas in

in the bowel or if it is a mere simple linear fracture.

One wonders if there were not more than the five

reported cases. Persistent complaints should be re-

evaluated and repeat x-ray studies obtained.

6. WRIST INJURIES represented 2.3 per cent

of the total. Fracture of the carpal navicular bone

presents a special problem. There were seven cases

of this fracture not diagnosed on the day of injury.

On several occasions the diagnosis was made long

after the end of the season, the injury having been

treated as a wrist sprain.

7. GROIN INJURIES were not a serious prob-

lem.

8. KIDNEY — Since the kidney area is well

protected, there were no injuries requiring nephrec-

tomy.

9. CONCUSSION incidence has remained high,

representing approximately 4.8 per cent of the in-

juries. There were no serious head injuries during

the six year period.

10. LACERATIONS — There was apparently

a significant incidence of infections in lacerations.

Secondary incision and drainage was not uncom-

mon.

11. DENTAL INJURIES — The use of a

dental mouth piece by schoolboy football players

in Rhode Island became mandatory in 1962. A
sharp decrease in dental injuries is noted beginning

with that year.

12. NOSE INJURIES have remained high in

incidence, despite the use of face guards. Most
schools require the use of the double bar face

guard.

13. RIB FRACTURES and chest injuries rep-

resented approximately 2 per cent of all injuries.

There were no pulmonary complications noted.

14. ANKLE INJURIES have increased sharply

in number in the last few years, particularly 1965,

although they still represent only 8.8 per cent of

injuries. There has been an increased use of low

top shoes; taping of the ankles is not a routine

procedure.

15. ABDOMEN — Three cases of abdominal

injury occurred during the six year period. Two
splenectomies were required and one abdominal ex-

ploration for internal hemorrhage.

With the exception of ankle and knee injuries,

the Ohio experience in 1964 and that of Rhode Is-

land for the same year have striking similarities,

both as to specific injuries and incidence.

An attempt was made to list the injuries and

the occurrence rate by month (Table 3). Eighty-

nine per cent of the total, or 1,964 cases, were

available for this purpose. The peak month in

Rhode Island is October, which is the height of the

season. Forty per cent of the injuries occurred dur-

ing this month. Football practice in Rhode Island

starts in the third week of August; this six week

period contributed 34 per cent of the injuries.

TABLE 3

Occurrence Rate by Month 89% of Total Reported

Year

August and
September October November Total

1960 VI 101 73 265

1961 98 111 74 283

1962 90 107 73 270

1963 140 135 92 367

1964 126 136 78 340

1965 144 201 94 439

TOTAL 1,964

OHIO
1964 345 1 77 27 549
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Twenty-three per cent of the injuries occurred in

November. In Ohio 62 per cent of injuries occurred

in this same six week period. In a personal com-

munication McClellan stated that 50 per cent of

the Ohio injuries occurred before the start of the

season. In contrast to the Rhode Island experience,

injuries in Ohio fell to 6 per cent in the last month.

Sixty-three per cent, or 1,388 cases, gave infor-

mation (Table 4) as to whether the injury oc-

curred during practice or during a game. A com-

parison of the experience in the two states revealed

that 62 per cent of the injuries in both series oc-

curred during practice and 38 per cent during

TABLE 4

1388 Known Injuries — 767 Practice Injuries (62.6%)

(63%) — 621 Game Injuries (37.4%)

Percentage of Practice Injuries

Year

August and
September October November

1960 77% 50% 50%
1961 80% 50% 47%
1962 71% 44% 32%
1963 72% 42% 34%
1964 74% 40% 45%
1965 82% 48% 43%
Overall

Average 76% 45.6% 41.8%

OHIO
1964 550 Known Injuries-—341 Practice Inj uries (62%)

209 Game Inj uries (38%)

games. Most schools practice an average of five

times for every game they play. In August and

September 76 per cent of the injuries occurred dur-

ing practice, which is understandable. During this

season the coaches attempt to determine who their

players will be. In October, the peak of the season,

45.6 per cent of the injuries occurred during prac-

tice. In November the percentage of practice in-

juries remained high at 41.8 per cent. In both the

Ohio and Rhode Island studies the majority of

practice injuries occurred during the middle of the

practice sessions. The evidence contradicted my
belief that dull reflexes at the end of the day would

contribute to injuries.

McClellan found that the highest incidence of

game injuries occurred during the third quarter,

followed in order by the second, fourth, and first

quarters.

SUMMARY
1. 2,191, schoolboy football injuries sustained

during the years 1960 to 1965 inclusive were re-

viewed.

2. 61 per cent of these were minor strains and
sprains.

3. 62.6 per cent of injuries occurred during

practice sessions. The majority occurred during the

middle of the practice sessions.

4. 37.4 per cent occurred during games.
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5. 65 per cent of injuries were incurred by first

string players and 35 per cent by substitutes.

6. 40 per cent of injuries occurred in October,

the peak month or the middle of the season.

7. The frequency of injury to a particular part

of the body has remained almost constant over the

six year period, except for dental injuries, which

have definitely decreased since mouthpieces be-

came mandatory in 1962.

8. In descending order the knee, hand, and an-

kle were the most frequently involved structures.

9. There were no fatalities.

11. Comparison of the results of an independent

survey conducted in the state of Ohio with our

own revealed the incidence of particular injuries

and the ratio of game versus practice injuries to

be strikingly similar.

11. In both series one of five participants in any

season sustained an injury while playing football,

but only one out of thirteen sustained a potentially

serious injury.

166 Tollgate Road,
Warwick, R.I. 02886
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such occurs, and the history suggests a pregnancy

or delivery complication, one might assume that

the diagnosis is cerebral palsy. However, this case

emphasizes the need for early accurate assessment.

From a management viewpoint, false hope of prog-

ress can be given the parents.

From the orthopedic aspect, surgical interven-

tion is contraindicated.

This case demonstrates an early case of the Du-
chaine-type, pelvic girdle involvement, pseudohy-

pertrophic muscular dystrophy. There is no evi-

dence from available studies that there can be any

other diagnosis. We can expect the child to hold

her own until the age of 7 or 8, when increasing

muscle weakness will become evident.

CONCLUSION
The point of this case presentation is that any

child with delayed development is entitled to a

battery of tests which provides pertinent informa-

tion quickly, rather than to rely on the develop-

ment of clinical signs alone. While the outcome in

this case is not good, we were able to give the

parents an honest appraisal and avoid a catas-

trophic reaction when regression becomes apparent

several years hence.

DERMAQUIZ ANSWERS
See Page 819

Left, a cavernous hemangioma, right a raspberry
mole. Both benign tumors.
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THE CORPSE AND THE BEAVER HAT
One Of The Causes Celehres of Rhode Island

How Justice W as Administered In The Beginning Of This Century

“Five months after the death of George Wash-

ington, and ten years after Rhode Island reluc-

tantly entered the Federal Union, the two capitals

of that little state (Providence and Newport) were

agog at a story that, in view of the narrator and

the persons of the narrative, was tall indeed. Dr.

Pardon Bowen, a leading physician of Providence,

needing a corpse for dissection, had obtained one

from another leading citizen, Judge John Dorrance,

and in return had bestowed upon the judge a bea-

ver hat. But the body had been stolen from a

grave, it had been most indecently handled, and

some of the people who were privy to the affair

had been bribed to keep their mouths shut. This

was the story; the teller, Arthur Fenner, had been

elected Governor of Rhode Island in 1790 and

annually thereafter, and was destined to continue

in office until 1805. He was impulsive, profane,

shrewd, and enormously popular. He not only told

the story of the corpse, which he showed upon any

occasion or none to all who would read it, espe-

cially to members of the Rhode Island legislature.

One of these, Dr. Ezekiel Comstock, said that he

did not care to read the paper, and in fact never

did so. If others were as incurious, there is no

record of the fact. Did Dr. Comstock doubt the

story? And what, anyhow, were the facts?
,>

. . . Ben C. Clough in The
American Imagination at Work 1

(The following is extracted from a story printed

in The Evening Bulletin of Providence, R. I., on

December 28, 1872:)

JOHN DORRANCE vs. ARTHUR FENNER
AND VICE VERSA

Perhaps the most famous legal controversy which

ever occurred in this State was that which took

place in the years 1801-2, between Arthur Fenner,

Esq., Governor of the State, and John Dorrance,

Esq., one of the Justices of the Court of Common
Pleas for the county of Providence. Fenner was a

member of one of the great governing families of

the State, possessed of wealth and influence. Dor-

rance was a comparatively new man here, of the

highest character, connected by marriage with one

of our most ancient and honorable families. Gov.

Fenner determined in his own mind, for what

cause it is not now easy to discover, to defeat the

election of Judge Dorrance at the May session of

the General Assembly in 1801. With such success

were his efforts attended, that Judge Dorrance was

defeated and Wheeler Martin elected in his place.

The method pursued by Governor Fenner is best

told by Judge Dorrance himself in a communica-

tion to the Providence Journal, of May 6, 1801.

This paper, by the way, was in no manner connec-

ted with the JOURNAL of our day. It was a small

weekly paper published for three years only by

John Carter, Esq. Judge Dorrance’s paper first

appeared as above, and was afterwards republished

in the United States Chronicle of August 20, 1801.

We extract the charge, as follows:

“I now solemnly charge Arthur Fenner with re-

porting at sundry times for a year past a false

scandalous story purporting that I sold to Dr.

Pardon Bowen, for the purpose of dissection, the

dead body of a certain man who some time in the

year 1799 hung himself in the town of Scituate,

which body had been left to my care by some in-

habitants of said Scituate to be decently buried;

that I received of said Bowen a beaver hat in pay-

ment for said body, and that I had the impudence

to wear the same hat on my head while I officiated

as Moderator of a town meeting in Providence. I

say that Arthur Fenner has not only verbally re-

ported the above story to citizens of this State, but

has had the same reduced to writing and has shown

it to many people, particularly to a number of

Representatives in the General Assembly, for the

purpose of preventing my election the last year

to the office of Justice of the Court of Common
Pleas. I say and can prove that Arthur Fenner,

Governor of the State of Rhode Island, for a year

past has frequently reported such a scandalous

story—and I can prove the same to be false”

—

&c., &c.

Judge Dorrance then proceeds to give the facts

as to his connection with the dead body of the

man who hung himself, substantially as follows:

An unknown man passing through the town of

Scituate hung himself by the roadside; the body
was taken in charge by the town and decently

buried. Two days afterwards it was discovered
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that the grave had been opened and the body

removed. Search was made, and it was learned that

some medical students studying with Doctors Par-

don Bowen and Benjamin Dyer, had taken it and

had it in their possession for the purposes of dis-

section. These facts coming to the knowledge of

the inhabitants of Scituate disposed them to make
trouble—which was averted by the payment to

them of forty dollars by Doctor Pardon Bowen,

and with the agreement on Bowen’s part that the

body should be properly buried under the direction

of Judge Dorrance, who was at the time President

of the Town Council. These facts were sworn to

by Dr. Bowen, who also affirmed that he gave a

beaver hat to Judge Dorrance in remuneration for

legal services, for which the Judge would receive

no money consideration.

GENERAL ASSEMBLY RESOLUTIONS
Governor Fenner took no notice of these attacks

in the papers, which were kept up for several

months; he was repeatedly urged to take the case

into the courts, but steadily refused to do so. The
General Assembly sat in the October following,

and then the matter was brought up in the House
of Representatives by the introduction of a series

of resolutions, prefaced by a short preamble as

follows:

Inasmuch as several publications have of late

been made in a certain newspaper printed at

Providence by Bennett Wheeler, called the Unit-

ed States Chronicle, slandering and defaming the

Governor, Supreme Court, and other constituted

authorities of this State, one of which publica-

tions was subscribed by John Dorrance:

Resolved, That in the opinion of this General

Assembly, the said publications tend ito discredit

this State abroad and to disquiet the good peo-

ple of this State by weakening public confidence

in the constituted authorities thereof.

Resolved, That in the opinion of this General

Assembly, His Excellency the Governor, the Su-

preme Court and other constituted authorities

of this State are well entitled to the public con-

fidence and have deserved well of their fellow-

citizens by a faithful and meritorious execution

of the trusts reposed in them by the people.

Mr. Caleb Greene, of Newport, introduced the

resolutions and advocated their passage. Judge
Dorrance, who was a member, rose and said it was
not by his desire that the matter had been in-

troduced in the House. He did not consider the

place suitable for the investigation of such matters.

The case had now been taken before the courts,

and he trusted justice would be done; but if it

was the pleasure of the House to enter upon an
investigation of his accusations, he would gladly

avail himself of the opportunity to substantiate his

charges with proof, and expose the falsity of the

aspersions which had been attached to his name.

This privilege, however, was denied him. Several

members advocated the resolutions and others op-

posed them. “What justice can there be,” exclaimed

John Carlisle, “in the interference of the Legisla-

ture in a private dispute between Judge Dorrance

and Governor Fenner, since actions are now pend-

ing in the courts of justice upon these very

charges?”

“The Governor,” said Elisha R. Rotter, “has two

ways in which to clear himself if innocent. If he

had circulated no reports against Judge Dorrance’s

character, let him say so and deny the charge. If

those reports were true, let him prove them. If

Governor Fenner was innocent the interference of

the Assembly was unnecessary. If he was not in-

nocent such interference would be unjust.”

How a body of sane men could be so warped

in judgment as to be deaf to these arguments of

Mr. Potter we are unable to understand, but so

it was—the resolutions passed by a vote of 39

yeas to 21 nays.

It was further voted to publish the resolutions

for three successive weeks in every newspaper pub-

lished in the State.

NEWSPAPER REACTIONS
This extraordinary action of the Legislature at-

tracted the attention of writers in the neighboring

states. The Boston Centinel, in speaking of the

affair, said:

“This resolution passed in consequence of sev-

eral charges published against his Excellency by

Judge Dorrance, and which charges Judge Dor-

rance requested liberty to prove before the As-

sembly, but was refused. We may therefore con-

clude that the economical legislators, to save time,

admitted the truth of the charges.”

This was itrue. No speaker in the House denied

the truth of Judge Dorrance’s statements. We be-

lieve it was Nathaniel Hazard, of Newport, who,

in supporting the resolutions, said: “We do not

contemplate any investigation of Judge Dorrance’s

charges. The facts stated may all be true; they

are not denied.”

The Gazette of the United States, published in

Philadelphia, used the following language:

“This extraordinary trial has excited much at-

tention, and we have never known the exhibition

of a total want not only of legal information and
judicial independence, but of common sense and

general integrity, more clearly marked by the re-

port of the proceedings of any tribunal formed for

the administration of justice. In the perusal of the

report itself, every man of sense and feeling will

experience alternate emotions of contempt and in-

(Continued on next page)
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dignation—at one moment unable to restrain his

laughter at the ignorance displayed by these ex-

pounders of the law, and in the next his rage at

the total prostration of every principle of justice

to the feelings of interest to party.”

In the Connecticut Courant were some poetical

squibs, in which allusion was made to the subject:

“Rhode Island too, with virtuous soul,

Has puked and purged the commonweal,

White-washed old Fenner’s smoky coat,

And proved him not guilty by a vote.

By numbers borne Judge Dorrance down,

And warned Thanksgiving out of town.”

The last line refers to the fact that the Legis-

lature refused to appoint a day for Thanksgiving

this year, 1801, perhaps considering it superilous

to render thanksgiving and praise to God. Almost

every member who voted against “Thanksgiving”

voted in favor of the Fenner resolutions. Perhaps

this circumstance gives us some insight as to their

character.

THE TRIAL

The culmination of these troubles was now ap-

proaching in the courts, and it took place in the

Court of Common Pleas for Providence county; it

was at the December term, 1801. A report of the

case was published immediately after the trial. Its

title is, “Report of the Case of John Dorrance

against Arthur Fenner, tried at the December term,

&c., to which are added the Proceedings in the

Case of Arthur Fenner vs. John Dorrance.” These

were cross actions for slander. This pamphlet has

now come to be one of the scarcest of Rhode Is-

land publications . . . The court consisted of Daniel

Owen, chief; John Harris, Wheeler Martin, Daniel

Howard, Arnold Paine, Associates. Judge Dorrance

employed as counsel Ray Greene, James Burrill,

Jr., and Nathaniel Searle. The Governor, for his

side, employed David Howell, Asher Robbins and

Daniel Lyman.

The declaration consisted of sixteen counts, the

first eight of which charged the Governor with

having falsely and maliciously, openly and publicly

spoke, uttered, &c., these false, feigned and scan-

dalous, to wit. Here follows substantially the story

of the dead body and the beaver hat, which we
have before related. The last eight counts charged

the Governor with having written and published

the same story, and that by the circulation by the

Governor of these libels, the good name and repu-

tation of Mr. Dorrance had been injured, his elec-

tion as Judge defeated, and the respect and esteem

of divers good citizens withdrawn. The damages

were laid at fifteen thousand dollars.

The Governor pleaded the general issue to the

declaration, and also filed a special plea to the first

eight oounts, which charged the speaking, uttering

and publishing of certain words. This special plea

proceeds to give the Governor’s version of the

circumstances as to the hanging, disinterment and
dissection of the dead body and the settlement

with Dr. Bowen, undertakes to make Dorrance a

party to the settlement of Dr. Bowen with the

Scituate people, “in that the said John Dorrance

then and there agreed to and with the other two
contracting parties aforesaid, that he would take

the said dead body into his care to be decently

buried in said Providence under his care and
direction.”

The Governor then proceeds to relate “that the

body was put into a rough pine box, the nails not

driven in, so that they could be easily withdrawn,

and the box buried about eighteen inches deep.

Three hours thereafter it was again disinterred,

and at this time converted to the uses of the sur-

geon; that within a short time Doctor Bowen con-

tracted with a hatter for a hat for John Dorrance,

which Dorrance took without paying therefor.

Whereupon the defendant at several times did say

the words alleged and charged in the first eight

counts of the plaintiff’s declaration, not maliciously

but pleasantly, meaning thereby that the said bea-

ver hat was for the plaintiff’s connivance and
breach of trust as aforesaid.”

The jury were now impanelled . . .

Mr. Robbins, for the defendant, now proceeded

to open the case on the issue of the special plea.

The general grounds of defense were: first, the

words supposed to have been spoken by the de-

fendant were in substance true; second, that the

words were not in themselves actionable.

TESTIMONY FOR THE DEFENSE
The testimony for the defense was now begun,

and we give a synopsis of it:

The first witness for the Governor was John
Harris. He was one of the judges before whom
the case was being tried; he was the principal

party to the settlement with Dr. Bowen, his name
being the first. He acted as coroner in the town

of Scituate; he testified as to the suicide, the burial,

the missing of the body, his proceeding to Provi-

dence in search of the body, finding it—the settle-

ment with Dr. Bowen. He testified that Dorrance

was not present when the settlement was made;

that there were no stipulations, not in the written

agreement; that Dorrance never signed the agree-

men; that it was agreed that he should only give

directions as to the burial.

In the course of the examination of this witness

a singular ruling of the Court occurred. The de-

fendant asked the witness “if he had ever heard

the story of Judge Dorrance’s selling the dead body

for a beaver hat, reported by the people of Scituate,

or by any other people?” To this question the
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plaintiff objected, on the ground of its being hear-

say reports, and was illegal and improper, and,

moreover, of no consequence in the present action,

since as they held “it is no justification of slan-

derous words that the defendant heard them from

another person if he repeated them, for every one

is answerable for the slander which he himself

propagates of another;” but the Court, after whis-

pering together, finally said: “It is the opinion of

the Court that the witness go on and tell all he

knows.”

The plaintiff desired the Court to make a regu-

lar decision upon the motion, insisting that prin-

ciples of the highest importance as regarding the

rules of evidence were involved; but the Court

made no further ruling nor answer, and the witness

proceeded to relate that he had heard the story

in Scituate, but at what times or by whom he

could not say. He could particularly remember

that Governor Fenner had told him the story.

These closing answers were the result of cross-

questions by plaintiff’s counsel.

Gideon Austin was also a party to the agreement

with Dr. Bowen. He testified substantially to the

same facts as his predecessor—-that Dorrance was.

not present when the agreement was made, that

he (Dorrance) did not sign—that he did not con-

sider Dorrance to have been a party to the agree-

ment.

Several witnesses followed, but the same facts

were proved. The maker of the hat testified to

making a hat for John Dorrance upon -the order

of Dr. Bowen, who paid for it. This witness was

unable to testify as to when Bowen had given

the order other than it was towards the spring of

1799, probably in February or March. He further

testified that he knew of no connivance or improper

understanding between Dorrance and Bowen rela-

tive to the second digging up of the body.

We now come to the testimony of John Beverly,

called for the defense. Under the protection of the

Court, he told substantially -the following story:

He had been involved in several disastrous law

suits for debt, in which he had been repeatedly

imprisoned and persecuted. In these law suits

Judge Dorrance’s name repeatedly appeared, and
he had conceived a hatred of the most violent

nature. A petition to the Legislature relating to

these suits was pending, when Beverly related to

-the Governor the stories of Dorrance’s injurious

treatment (as he then regarded it) of him. This

story the Governor desired Beverly to commit to

writing, which he did. He says:

“I sought for everything which I thought might

plausibly appear against Judge Dorrance. Benja-

min Randall informed me that he had been re-

quested by a Doctor to make a beaver hat for

Judge Dorrance, and one of us (I do not remem-

ber which) immediately suggested the idea -that

this hat must have been a consideration for Judge

Dorrance’s conniving at the digging up of the body.

Randall surmised some things—I guessed others,

-till in our imaginations we pretended to have un-

ravelled another scandalous story against Judge

Dorrance’s conduct, and accordingly improved it

to the best advantage.”

Many other witnesses here follow, but nothing

of consequence was elicited until the examination

of Daniel Knight, who testified as to the burial of

the body the second time—that about two hours

thereafter he and others disinterred it and carried

it to a certain place, whence it was taken and

dissected.

This closed the testimony on the part of the de-

fendant, and, as we understand it, the Governor

had failed utterly to substantiate a single state-

ment he had made in his special plea.

TESTIMONY FOR THE PLAINTIFF

The testimony for the plaintiff was now com-

menced.

The first witness for the plaintiff was Dr. Pardon

Bowen, a man whom Professor Goddard in his

biography of him, characterized “as possessing high

capacities which he exerted for the good of his

kind. His life in all its stages was a beautiful ex-

hibition of its virtues, at its close an example of

Christian holiness.” He testified as to the settle-

ment with the Scituate party for the alleged dig-

ging up of the body by students of himself and

another physician, produced the original agree-

ment which had been made by himself with the

Scituate party, in which the phrase relating to the

burial is as follows: “Said Pardon’s agreeing to

have abovesaid body deacently buried under di-

rection of John Dorrance, Esq.” He further says:

“I conceived by this contract that I was only to

agree that the dead body should be decently buried

under the direction of Judge Dorrance. I accord-

ingly took the directions from Mr. Dorrance and
caused them to be executed, and the next morning

reported to Mr. Dorrance that his directions had
been complied with. That I ever bought this body
or any other of Mr. Dorrance, for a beaver hat,

for the purpose of dissection or any other purpose,

I solemnly declare to be totally false. At the same
time it is true tha-t I presented to Mr. Dorrance

a beaver hat, but this hat was for essential serv-

ices rendered me in the arrangement of my own
affairs,— (drafting his will) and in the settlement

of Mr. Ward’s estate, on which I administered.

I was led to select Mr. Dorrance for these reasons.

I supposed him to possess adequate law knowledge.

He was President of the Town Council, before

(Continued on next page)
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whom all the business must necessarily come, and

I had moreover the best opinion of his integrity.”

(Dr. Bowen had made him executor of his will.)

He further swears that “'neither the dead body nor

any transactions or thing in any manner relating

to it, were in the least degree connected with the

motives for his presenting the hat.”

Dr. H. G. Bowers swears he was one of the

party for whom the body was procured; that so

far as he knew neither Dr. Bowen nor Judge Dor-

rance knew anything of the transaction.

Dr. George W. Hoppin swears he was one of

the party who brought the body from Scituate; he

was at the grave at the second burial and disin-

terment; was a party to both; was present several

times in the course of dissection; was confident

neither Dr. Bowen nor Judge Dorrance knew aught

of the transaction.

William Spencer testifies as to the digging of the

grave, assisting in putting the body in the coffin

and burying it in accordance with directions re-

ceived by him from Dr. Bowen.

William Mowry, a member of the House of

Representatives, swears that on the 7th of May,

1800, the Governor, now defendant, spoke to him

about Judge Dorrance and the Court of Common
Pleas. He wished Richard Jackson, Jr., elected in

place of Dorrance; told the story of Mr. Dorrance's

connection with the dead body, beaver hat, &c.

Ephraim Bowen swears that the Governor, now
defendant, had said these words to him: “I don’t

think a man fit for an office who will be guilty of

such a scandalous breach of confidence as Dorrance

has been in selling the man's body, who hung him-

self, to your brother Pardon for a beaver hat.”

William Hunter, a member of the Legislature,

testifies that the Governor had related <the story of

the dead body to him while at the Newport elec-

tion; that for the particulars of the affair he re-

ferred him to a paper which he (the Governor)

had brought with him, but which was then in the

hands of some member of the General Assembly.

This paper contained, he said, the whole story of

the body’s being dug up and dissected, and of Dor-

rance’s receiving a beaver-hat for his connivance.

“'I, however, found that Dr. Pardon Bowen’s char-

acter was opposed to the story; moreover Judge

Dorrance was a respectable literary character, for

whom I entertained a highly favorable opinion,

and I did not believe the story.”

David Sayles, a member of the Legislature,

swears the Governor (now defendant), while on

the way to Newport in a packet, exhibited to him
a paper relating the dead body and the beaver hat,

and Judge Dorrance’s connection therewith. The
following question and answer occurs in this wit-

ness’ testimony:

Q. Do you say on your oath that the paper

which Governor Fenner showed you contained

a story of Judge Dorrance’s selling that dead

body for a beaver hat?

A. I have already said that I read such a

story written on the paper which the Governor

showed me. I again repeat, on my oath, that the

paper contained a story purporting that Judge

Dorrance sold the dead body of a man who hung

himself, to Dr. Bowen, for a beaver hat.

Ezekiel Comstock, a member of the Legislature,

swears the Governor told him he has a paper in

his possession which contained a full statement of

the whole transaction relative to the selling of a

dead body for a beaver hat.

OTHER WITNESSES CALLED
Many other witnesses were examined by the

plaintiff, but nothing of consequence was elicited.

The counsel for the plaintiff now argued that the

defendant had by his plea confessed the speaking

of the words, and undertaken to justify himself

in speaking them. He had nowhere in his plea as-

serted The words to be true, but only in accord-

ance with a certain set of circumstances which he

had reason to believe to be true. The material

facts in his plea had by no means been proved.

So far from making Judge Dorrance one of the

contracting parties, it had only been proved that

he had consented to give directions respecting the

burial of the body. It could not be shown that

Judge Dorrance had ever made himself responsi-

ble for that body’s remaining in its grave undis-

turbed. In regard to Dr. Bowen's testimony, it was

clear, positive and absolute, and unless he was

guilty of wilful and deliberate perjury, must dis-

pose of the case. In the course of his remarks, the

counsel for plaintiff made use of the expression

“jelo de se” twice. At the second time, he was in-

terrupted by Mr. Justice Wheeler Martin, and de-

sired to repeat his last observation in clear English,

that the court might understand its meaning.

In closing the case for the defendant, Mr. How-
ell made an ad captandum argument. The Governor

was the servant of the people, and every freeman

had an interest in his character—it was the hal-

lowed repository of the honor, the dignity and

sovereignty of the State. He had descended from

a long and illustrious line of ancestors, who had,

through all ages, stood above the common classes

of people. He possessed an independent fortune,

brilliant talents, his heart flowed with the milk of

human kindness, and he had, until the commence-

ment of this wanton suit by Judge Dorrance, en-

joyed the confidence and esteem of his fellow citi-

zens, in fact had been the idol of the State; that

he had said no more of the Judge than any free

man had a right to say of his neighbor, that such
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principles as the plaintiff was now contending for

would tie the tongue of every American citizen;

and who was the man who dared impeach the char-

acter of the Governor? Was he one of the Browns

or Angells or Arnolds or Olneys, or one of the

respectable descendants of Roger Williams? No,

he is a stranger in the land—a growth of foreign

soil, of whom the State does not contain the bones

of a single ancestor, &c., &c.

VERDICT OF THE JURY

On Saturday evening, the fourth day of the trial,

the arguments were closed and the case given to

the jury. On Monday evening the jury came into

court and stated there was no probability of their

ever agreeing, and requested the Court to receive

the papers of the case. The Court refused to take

papers but ordered the jury to return a second time,

which they did, and at 3 or 4 o’clock Monday af-

ternoon, came in with a verdict: “We find for the

defendant his cost.”

This verdict the clerk of the court was ordered

to enter. He, being at a loss how to make the entry,

appealed to the court for instructions. The Chief

Justice said, write the verdict in the common man-

ner. After considerable further talk, the clerk en-

tered the verdict, and asked the jury, Is this your

verdict, gentlemen? Whereupon Mr. Nathaniel

Bailey, one of the jury, immediately rose and said;

“No! it is not my opinion.” The Chief Justice

would not listen to the jurors but dismissed them.

'Burrill, for the plaintiff, protested against the

recording of the verdict, which the jury, when
solemnly called upon, declared to be not their ver-

dict, but the Court would listen to no further argu-

ments on that day, but would on some future day

if the plaintiff insisted upon it. There was nothing

further to be said, and verdict was established and

entered on record, and the case appealed.

THE SECOND TRIAL

The trial of the second case, viz. Arthur Fen-

ner vs. John Dorrance, came on the 13th January,

1802. The same jury were impannelled with the

exception of Nathaniel Bailey, who had been the

principal dissenting juror in the former trial . . .

All the drawn jurors being over exhausted, the

Court ordered a new venire, out of which the jury

should be filled up, whereupon the counsel for Mr.
Dorrance observed that from the manner in which

the jury was impanelled, and the opinions the

jurors were known to hold, there was no hope for

a fair trial; they therefore submitted to judgment,

and appealed. The Court gave Gov. Fenner $10,000
damages.

The cases were finally settled in the following

manner:

In the case of John Dorrance vs. Arthur Fen-

ner, it is agreed that the appeal extended therein

be discontinued, that the judgment remain as

841

though no appeal had been entered, and that the

plaintiff pay cost.

In the case of Arthur Fenner vs. John Dor-

rance, it is agreed that the appeal be discon-

tinued, that the judgment be not affected by the

appeal, that the plaintiff remit his judgment for

ten thousand dollars damages and that the de-

fendant pay cost.

In consequence of our representing to Gov.

Fenner that Judge Dorrance had been at great

expense and that the expenses of both cases

would amount to a considerable sum of money,

the Governor remarked that as money was not

his object, he would agree further to relinquish

the one-half of his taxable costs.

(Signed) Elish R. Potter,

Walter Watson

Thus practically ended this celebrated case. It

occurred at a time of great political excitement, and

the sympathies of parties were enlisted in its

prosecution.

COULD IT BE POLITICS?

It seems to be established by the clearest proof

that Gov. Fenner desired to unseat Judge Dorrance

as Justice of the Court of Common Pleas; that

Judge Dorrance possessed the confidence and es-

teem of the best citizens of the State; that to assist

in accomplishing his object, Gov. Fenner related

a story which practically charged Dorrance with a

breach of trust in his position as President of the

Town Council; that he related this story, as well

as exhibited it in writing, to members of the Gen-

eral Assembly who were to elect the Judges; that

the story, in all its parts, was proved to be false

by documentary and oral evidence of the most sub-

stantial character; that under the rulings of a

partisan court and the finding of a political jury,

Judge Dorrance was mulcted in both trials in ten

thousand dollars damages, in addition to all the

costs. Judge Dorrance’s crime consisted in pub-

lishing a document in the newspaper charging Gov-

ernor Fenner with uttering false statements, and

which statements the trial proved to have been

absolutely untrue, and that Governor Fenner knew
them to be untrue, and yet for that, Fenner re-

covered the above damages, and had the satisfac-

tion of defeating the election of Dorrance besides.

The moral to be drawn from this trial and which

must have been severely enforced upon the people

of the time, is the danger to the civil rights of the

people (for despite the opinion of Mr. Froude we
believe in the rights of men), which results from

a mixture of the political power of the country

with the administration of justice, a danger scarcely

less than that which results from the participa-

tion of the religious element in the same adminis-
(Continued on next page)
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tration. Are we, today, entirely secure from a like

calamity?

(The following are selected portions of the ac-

tual testimony, which give a picture of body

snatching as it was then practiced:

)

2

DEPOSITION OF DOCTOR KNIGHT
I, DANIEL KNIGHT, of Pomfret, in the Coun-

ty of Windham, and State of Connecticut, Physi-

cian, on Oath, do testify and say, that in the Month
of February, in the year 1799, I assisted in taking

from the Theatre, in the town of Providence, the

body of a man which was said hung himself in the

town of Scituate; which body had been clandes-

tinely removed from the town of Scituate to Provi-

dence, for dissection; that said body was put into

a coffin, or box; then myself and two other persons

conveyed said body to the new burial ground on

the west side of the river, and there buried it, it

being to the best of my recollection, between ten

and eleven o'clock at night. From thence returned

to the shop in the house occupied by Dr. Pardon
Bowen. After staying at said shop about two hours,

myself and four other persons went to said burying-

ground, and took up said body, leaving the coffin

or box in the ground, and conveyed said body to

a house belonging to Jabez Bowen, Esq. then in

the occupation of Mr. Suggin (i.e., Sugden).

Questions asked the Deponent in behalf of Ar-

thur Fenner, Esq. Who assisted you in taking said

body from the Theatre, and conveying it to the

burying-ground?

A. To the best of my recollection, Dr. Pardon
Bowen, George W. Hoppin, William Spencer, John
Eddy, and a person that lived with Dr. Dyer,

whose name I do not recollect, assisted in putting

the body into the coffin; and George W. Hoppin,

William Spencer and myself, removed the body to

the burying-ground.

Q. By the same. Was the body put into a coffin

of the usual form?

A. The body was put into a rough, pine box,

not made in the usual form of a coffin.

Q. By the same. Was the body, when put into

the coffin, covered with a shirt, and otherwise laid

out in a common and decent manner?
A. It had no shirt on, and to the best of my

recollection no cover at all.

Q. By the same. How far below the surface of

the earth was the coffin settled?

A. To the best of my recollection, not to ex-

ceed eighteen inches.

Q. By Ditto. Who were the four persons who
assisted you in taking up the dead body, after you

had buried it?

A. Horatio G. Bowen, George W. Hoppin, John
Eddy, and a person who lived with Dr. Dyer, whose
name I do not recollect.

Q. By Ditto. What operations were performed

on the dead body the same night after you had

removed it from the grave to Mr. Suggin’s?

A. The body was opened and the entrails taken

out.

Q. By Ditto. What was done with the entrails?

A. They were buried in said Suggin’s shop,

which had no floor.

Q. By Ditto. What knowledge have you of any

operation which was performed on the dead body
afterwards?

A. The operation of dissection was begun the

next night following, which was continued for sev-

eral nights until completed.

Q. By Ditto. Who was the principal operator

in dissecting the dead body?

A. Dr. Pardon Bowen.

Q. By Ditto. What other persons attended and

assisted in dissecting said dead body?

A. To the best of my recollection, Dr. Benja-

min Dyer, Dr. Comfort A. Carpenter, Dr. James
Mason, George W. Hoppin, John Eddy and Hora-

tio G. Bowen.

Q. By Ditto. Had you any direction, either

verbal or written, where to convey the dead body,

after or before you removed it from the place where

it was interred?

A. Yes, before we took up the body, we re-

ceived directions, in writing, in what manner to

proceed, and to what place the body was to be

carried, which to the best of my recollection was

nearly as follows: That you come to the house, you

will find a gate open; go through the gate, and pro-

ceed ’round to the back side of the house, and you

will find the door opened; go in at the door, you

will see a flight of stairs, ascend them and turn

to the right and you will see a chamber door open,

and a lighted candle standing on the floor; in that

room deposit the body.

Q. By Ditto. Did John Dorrance, Esq. give

you any directions in what manner, and at what

time to bury the dead body?

A. No.

Q. By Ditto. Was the box in which the body

was laid nailed closely or only tacked?

A. It was so nailed that the claws of the ham-

mer would pass under the heads of the nails to

draw them.

Q. By Ditto. Do you know what became of

the flesh which was taken from that corpse, or the

contents of the breast?

A. I was not present when the flesh was taken

off, but the heart and lights were buried in the

same shop that the entrails were, but not at the

same time nor in same place. And further the De-

ponent saith not.

DANIEL KNIGHT
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TESTIMONY OF DOCTOR PARDON BOWEN
The Plaintiff’s Counsel, after some observations

on the nature and object of the action, proceeded

to the examination of their witnesses; the first of

whom was Dr. Pardon Bowen, who testified in the

following manner:

“About the middle of February, 1799, I was in-

formed by John Dorrance, Esq. that Mr. John

Harris, and several other persons, from the town

of Scituate, had been at his house, respecting the

dead body of a man who had hung himself, in that

town; and whom, they said, had been taken up,

for the purpose of dissection, by the pupils of Dr.

Dyer and my own, and was advised by Mr. Dor-

rance to call at his house, and see the gentlemen

on the subject. I accordingly met them there, and

entered into conversation with them on the subject,

and endeavoured to convince them of the necessity

of acquiring anatomical knowledge by dissection,

if we meant to qualify ourselves to preserve the

lives and limbs of our fellow creatures, and the

propriety of taking this person, as he was a strang-

er, entirely unknown, and had no friends nor rela-

tives whose feelings could be hurt by his dissection.

But, finding that my reasons had no effect to con-

vince them, on behalf of the young gentlemen

concerned in the business, told them that I would

see the young gentlemen, and afterward met them
at my house. After seeing the young gentlemen, I

met the Scituate gentlemen, at my house, where

we had a long conversation on the subject; and
after saying a great deal about the matter, we
agreed to give them Forty Dollars, which I after-

ward paid them at Col. Hoyle’s tavern. We also

entered into a specific agreement respecting the

disposal of the body, which was committed to writ-

ing, according to the understanding of the parties

respectively.”

Here the witness produced a writing which he

declared <to be the same agreement, in the hand
writing of Judge Harris, one of the signers; which

was read in the following words:

“Know all men by these presents, that whereas

the dead body of a stranger, who, about a week
ago, hung himself in the town of Scituate, was
taken from Scituate by certain persons unknown.
And whereas the people of said town are much
alarmed about it: Therefore know ye, that in con-

sideration of the sum of Forty Dollars to us in

hand paid by Pardon Bowen, of Providence, Phy-
sician, we, John Harris, Gideon Austin, jun. Jo-

seph Knight, Gideon Angell, Samuel Wilbour, jun.

and Squire Franklin, all of said Scituate, Yeomen,
do bind ourselves, our heirs, executors and admin-

istrators, that we will forever indemnify and save

harmless, from all damages and costs Whatsoever,

all and every person or persons who shall or

may, at any time hereafter, be prosecuted, in any

manner whatever, by the said town of Scituate, or

any inhabitant thereof, on account of the perpe-

tration of the aforesaid deed, which is also in con-

sideration of the said Pardon’s agreeing to have

the abovesd. body Deacently [sic] buried, under

the direction of John Dorrance, Esqr. of said

Providence. Witness our hands, at Providence, the

20th day of February, A. D. 1799.”

JOHN HARRIS,
GIDEON AUSTIN,
JOSEPH KNIGHT,
GIDEON ANGELL,
SAMUEL WILBOUR, jun.

his

SQUIRE X FRANKLIN,
mark.”

Witness,

Joseph Mason,

Geo. W. Hoppin.”

The witness continued his relation as follows:—
“I conceived by this contract, that I was only

to agree that the dead body should be decently

buried, under the direction of Judge Dorrance. I

accordingly took the direction from Mr. Dorrance,

at his house, and, to the best of my remembrance,

in presence of Mr. Harris and some others of the

company; which were as follows, viz. That a coffin

be procured, the dead body put therein, and be

decently buried, in the western part of the new

burying-ground allotted to strangers. I accordingly

directed my eldest pupil, Dr. John M. Eddy, to

see that a coffin be procured, which he afterward

informed me Dr. Joseph Mason had obtained. I

then directed Dr. Eddy and Mr. William Spencer

to put the body into the coffin, and with their as-

sistance, carry it and bury it, decently, in the

western part of the new burying-ground allotted

to strangers, as before specified. Some time late

in the night, when Dr. Eddy came home, I heard

him come into the next room to where I was a-bed,

and I called to him; he came to the door, and I

enquired if my directions, respecting burying the

dead man, had been complied with. And he said

they had been, punctually. The next morning, I

went to Mr. Dorrance’s house, and reported to him

that his directions had been complied with re-

specting burying the dead man, and thereby con-

ceived that I had more than complied with the

stipulations I had entered into with Mr. Harris

and his company, which were only, that I should

be willing that the body should be buried, under

the directions of Mr. Dorrance; and I have rea-

son to believe, that he never heard any thing re-

specting the body’s being taken up till more than

a year afterwards. That I ever bought this body

or any other of Mr. Dorrance, for a Beaver-hat,

for the purpose of dissection, or any other purpose,

(Continued on next page)
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I solemnly declare to be totally false. At the same
time, it is true that I presented to Mr. Dorrance

a Beaver-hat; but this hat was for essential serv-

ices rendered in the arrangement of my own affairs,

previous to my embarking for Europe in the year

1797, and in the settlement of Mr. Ward’s estate

on which I administered. The facts were these:

Finding my health very much impaired, in the year

1797, I had concluded to undertake a voyage to

Europe, in hopes of deriving some benefit from

the sea-voyage, and of obtaining medical aid from

the Faculty in Europe, and from the change of

cl’mate. For this momentous undertaking I made
the necessary arrangements respecting the settling

my business, in my absence, and with some diffi-

culty prevailed on Mr. Dorrance to undertake it.

This led me to frequent conferences with him. I

had now engaged a passage with Capt. Dring;

and in the very week in which I expected to em-

bark, I was seized with the yellow-fever, which

had made its appearance in Providence. Finding

my situation becoming solemn and critical, I sent

to Air. Dorrance, requesting him to visit me; which

he did, at a time when but a very few of my
neighbours chose to come into my house. Mr. Dor-

rance sat by me, took the minutes respecting my
will, which he wrote, and agreed to become Ex-

ecutor thereto, in case of my death. I however

fortunately recovered and as soon as I was able

went into the country. After my return, still find-

ing my health very infirm, I engaged a passage,

and did actually embark, on board the ship Provi-

dence, of this port, bound for Hamburgh, in the

latter part of November, 1797. The ship, in her

passage to Newport, was cast away in a gale of

wind, and was detained till the last of December
following to repair the damages she had sustained.

Then considering the advanced season of the year,

my infirm health to encounter a winter's voyage,

and the critical situation in which the estate of my
father-in-law, Mr. Ward, was left, I concluded to

give up the voyage, which I did, and administered

on Mr. Ward’s estate. It was now that I had oc-

casion to call on Mr. Dorrance, to acquire the in-

formation necessary to the punctual discharge of

duties, to which I was quite a stranger. I was led

to make this preference for these reasons; I sup-

posed him to possess adequate law-knowledge, and

he was President of the Town-Council, before

whom all the business must necessarily come; and

I had moreover the best opinion of his integrity.

Under these circumstances, I frequently called upon

him for advice, which he always gave me in every

thing appertaining to my business; and whenever

I asked him what compensation I should make, he

said that he had no demand against me, and that

I was welcome to his advice. I several times ob-

served to him. that I should not rest satisfied until

I had made him some compensation for his troubles

and one day asked him if he would accept of a

Beaver-hat as a present, as I could not find a

freedom to trouble him further about my business,

without doing something therefor. I must observe

here, that my administration business was far from

being settled at the time, and in fact is not to this

day, owing to a law-suit now pending. Mr. Dor-

rance observed that he should have no objection

to accept the hat as a present, although he had no

charge against me for his advice. I accordingly

requested Mr. Benjamin Randall to make a Beaver-

hat for Mr. Dorrance, and send it to him, and

charge the same to my account. Whether this was
before or after the stranger hung himself, I cannot

positively say; as the idea of buying a dead body

for a hat had never occurred to my imagination,

I did not particularly charge my mind with the

time when I ordered it. It would however appear

to me to be previous to the suicide before alluded

to; but whether it was before or after or at the

time, it cannot alter the fact, which was, that I

never did buy of Mr. Dorrance a dead body for

a hat; but that the hat which I presented him

was for services rendered me in the adjustment of

my own affairs, when about taking a perilous voy-

age, under very infirm health, and for essential

services rendered me in settling Mr. Ward’s estate.

I would also remark, that at the time of my em-

barkation, I put a great part of my notes and

accounts into Air. Dorrance’s hands, together with

these sheets” (shewing a bundle of papers to the

Jury) “containing instructions and memorandums
relative to the settlement of my affairs; and that

all my books and papers were to have been sent

to him after my departure.”

Question by Plaintiff’s Counsel. Had the dead

body an impression on your mind, or did you think

of it at the time you first mentioned the present

of the hat to Mr. Dorrance?

A. Neither the dead body, nor any transaction,

or thing in any manner relating to it, were in the

least degree connected with the motives for my
presenting the hat.

TESTIMONY OF DOCTOR HORATIO BOWEN
The next witness was Dr. HORATIO BOWEN,

who was one of the pupils studying under Dr.

Pardon Bowen at the time of the suicide. He tes-

tified, that immediately on the report being cir-

culated, that a man had hung himself in Scituate,

it was proposed amongst them to procure him

for dissection; which was unanimously agreed to

by the whole, and a night appointed for bringing

the body away. The witness himself was prevented

from going on the business only by reason of in-

disposition. He never saw the body after it came

to town until after it was removed from Dr. Dyer’s

store to the Theatre. He was present, and held the

lamp while the body was put into the coffin, on

the night of its burial in Providence.
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Q. By the Plaintiff’s Counsel. Did Dr. Pardon

Bowen at the time know any thing of the body’s

being taken up after it was buried in Providence,

or that it was intended to be taken up?

A. I presume he did not, at the time it was

taken up, nor till some days after; nor did Judge

Dorrance in my opinion, know any thing whatever

of the matter.

TESTIMONY OF DOCTOR HOPPIN
DR. GEORGE W. HOPPIN, one of the Stu-

dents of Dr. Dyer, testified, that Dr. Joseph Mason
had engaged to procure a coffin for the body, and

William Spencer was sent for the coffin to the

workman who made it, and brought it to the

Theatre where the body lay, about eleven o’clock

at night: That after waiting some time for fear

of frightening or disturbing the neighbors by re-

moving the body to the grave, the young gentle-

men took the body, with a canvas cloth then

wrapped round it, and put it into the coffin and

nailed it up firmly. The body was then carried

to that part of the west burying ground allotted to

strangers, and there buried in a grave. The witness

was at the grave, at the time, and saw every part

of the burial. He observed that the grave, toward

the bottom, was rather shorter than the coffin which

was uncommonly long. They pared the grave some,

near the bottom, in order to let the coffin down;

but by reason of the severity of the weather, they

could not stay to complete it according to their

intentions. The coffin therefore lay considerably

higher at one end than at the other. The young
men stepped into the grave, and endeavoured to

press the upper end of the coffin to a level with

the other, by means of their weight. While the

witness stood on the coffin in the grave, at the high-

est end, the surface of the ground was considerably

higher than his knees. After endeavoring in vain

to level the coffin, they covered it with dirt in the

usual manner of filling up graves, and rounded

off the top of the grave in decent and usual form.

The coffin was straight, large, and much too long

for the body; and after the body was put in, it

was firmly nailed up; the nails were driven as hard

and effectually as nails are usually driven into

pine boards; the greater part of which the witness

drove himself. The witness was the person who
went to Scituate and saw the burial of the body
there. He also was one of the party who went there

to bring it away. He was present at several times

in the course of the dissection which he observed
was never fully completed. On being questioned,

he said that Dr. Cleveland kept the bones, and
carried them away with him when he removed from
Providence. The witness was confident that Judge
Dorrance had not knowledge, connivance or sus-

picion of the body’s being by them dug up, as it
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was within an hour or two after burial; because

it was, as the witness observed, wholly unnecessary

for their purpose that he should. He was also con-

fident that Dr. Pardon Bowen knew no more of

the matter than Judge Dorrance till nearly a week

after the body was by the young men taken up,

and after they themselves had performed a part

of the dissection. The viscera were extracted the

same night the body was buried and taken up;

after which the body lay untouched for several

days.

Q. By the Governor. After you had taken out

the entrails, how much salt did you put into the

body to preserve it from purification?

A. I do not know.

TESTIMONY OF WILLIAM SPENCER
The next witness was WILLIAM SPENCER.

He testified as follows: “I received directions from

Dr. Pardon Bowen to dig a grave for the dead man
who was brought from Scituate. I accordingly went

to the west part of the new burying-ground where

strangers are usually buried, and there dug the

grave. I returned back to town, and was imme-

diately sent by several young men to the south

part of the town to bring the coffin, which I brought

to the Theatre. The young men went with me into

the Theatre, and I assisted them in putting the

body into the coffin, I then proceeded with the

horse and sleigh with which I first brought the

coffin, to the grave with the body. I was there

assisted by two of the young gentlemen in burying

the body.”

Q. By Plaintiff’s Counsel. Was Dr. Pardon
Bowen present when the body was put into the

coffin?

A. He was not present at any part of the busi-

ness.

Q. In what manner was the coffin nailed up?
A. There were a great many nails used in

nailing it up, and were all well driven, which I

stood by and saw done.

Q. Was the body covered with any cloth?

A. It was wrapped in a canvas cloth.

Q. In what manner was he buried after you
had carried him to the grave?

A. The grave was dug six feet deep, and of

the usual length; but the coffin being longer than

I expected it would be when I dug the grave, we
found it impossible to place the coffin horizontally

at the bottom of the grave. We pared the ends of

the grave as much as the severe cold weather would
permit us, but still were obliged to leave one end
of the coffin higher than the other. We finally filled

up the grave with dirt and gravel, and rounded it

up at the top as graves usually are.

Q. How far below the surface of the ground
did you leave the highest part of the coffin?

(Continued on next page)
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A. When I stood on the upper end of the coffin

the surface of the ground was nearly as high as

my hips.

Q. Had Judge Dorrance any concern in that

burial?

A. I did not see him nor hear his name men-

tioned in any part of the transaction.

Q. Had you any knowledge that the body was

to be taken up again, at that time?

A. No.

TESTIMONY OF DOCTOR DYER

Dr. BENJAMIN DYER. This witness was

called solely for the purpose of meeting the testi-

mony of Dr. Anthony, and testified as follows:—

“The day before yesterday, several gentlemen

were in my store, and I was asked by one of them

why I did not attend at this Court? I answered,

that I was not concerned in the contest between

Judge Dorrance and Governor Fenner, and did not

suppose that my name would be made use of in

the case; but that I was always angry with my-
self for paying six or seven dollars to the Scituate

men to settle the business, in behalf of the young

men who lived with me; and that I now grudged

it to them more than ever, because I then thought

they were the Town-Council, or a committee ap-

pointed by the town, but had since learnt that they

were a self-created committee: That they were I

thought much to blame for interfering in the busi-

ness, as the dissection of dead bodies was certainly

an advantage to the living, and that there never

was a more proper subject than the one in question.

We talked some upon the subject of Surgeon's dis-

secting bodies for the purpose of gain in selling the

bones. I observed that many people entertained

that idea, and that it was very erroneous. As an in-

stance of this I mentioned the only subject in

which I was ever concerned in dissecting, which

was perhaps ten or twelve years since; the bones

of which were sold to one of the young men who
attended, for about four or five dollars, which went

in part to defray the little expences which had

accrued, such as liquors, &c.”

TESTIMONY OF DOCTOR MASON
Dr. JOSEPH MASON. ‘‘Sometime in the winter

of 1799, a young man who was a pupil of Dr.

Pardon Bowen, called on me, and informed me
that a stranger had hanged himself in Scituate,

and that it was proposed to procure the body for

dissection; and also asked my opinion as to the

manner in which it was best to proceed. I advised

him to send some one to observe where they buried

the body, and afterward to go out in the night and

take it up and bring it into town. One of the Stu-

dents, I think Mr. George W. Hoppin, went out

on the business, and on his return, the second eve-

ning following was fixed for going after the body.

I had agreed to be one of the party, but was pre-

vented by a professional call. On the next day it

was reported, that some men in Scituate were in

town in search of the body. On the following day,

I was informed that Dr. Pardon Bowen was before

a Court of Justices, at Hoyle’s tavern, for exami-

nation respecting the stranger’s body. Conceiving

myself to be more implicated in the transaction than

Dr. Bowen, I immediately went to Hoyle’s; where,

instead of finding the Doctor before a Court, I

found him in the company of several men from

Scituate, who called themselves “a committee of

agents’’ from that town, and with whom Dr. Bowen
had just made an agreement, wherein he was to

pay them forty dollars by way of compromise. I

tried every method in my power to prevent the

Doctor from consenting to any such agreement,

and observed to him, that it appeared to me that

the town of Scituate had nothing to do with the

business, and if it had, that those men had shewn
no authority from the town: That I believed they

had come with the sole view of picking money out

of our pockets for their own private use. But Dr.

Bowen, unwilling to have any further controversy

with them, conversed with me alone, and persuaded

me to give up my objections. He finished the agree-

ment with them which was in writing, and paid

them the money; whereupon the Scituate men
signed the writing, which contained the exact en-

gagement as I understood it, of the parties respec-

tively, and is I believe the same paper produced

here in Court. Among the signers of the agreement,

I recollect, John Harris, Gideon Austin, I think a

Samuel Wilbour, and a man who called himself a

member of the Town-Council of Scituate, and made
his mark for his signature to the paper. As it was

late before this business was finished, I went imme-
diately to Mr. Caleb Ormsbee, whose shop was in

Capt. Godfrey’s store, and requested him to make
a coffin, to be ready at 1 1 o’clock that night. He
said a coffin could not be made in that time. I

then told him to make a box, six feet and a half

long and large in proportion, and leave it at the

out-side of the shop. I also left mv sleigh and

harness, with directions where those, with the box,

might be found. About a week after this, I went

to the house of Mr. George Sugden, in Westmin-

ster-Street, and found the body prepared for dis-

section. I there met several of the gentlemen who
were to assist in the operations; but the body was

in so frozen a state that it was impossible to do

any thing with it at that time; and that was the

only time that I ever saw the body.”

(Concluded on Page 855)



et’s be specific about Campbell’s Soups...

and

There are more than 30 million people in America who are overweight.

During the next year, you probably will see more than 1,000 of them in

your own practice.

One good way to help these patients is to give them a reducing diet

based on ordinary eating patterns.

Campbell has prepared a sensible plan for weight control based on

ordinary eating patterns. The plan consists of a patient in-

struction booklet and a set of menus which provide approxi-

mately 1,200 calories daily. The menus are balanced to

provide the minimum daily requirements of nutrients.

To obtain a supply for your office write to:

Campbell Soup Company, Box 265, Camden, N. J. 08101
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METAMUCIL
brand of psyllium hydrophilic mucilloid

Relieves strain

Metamucil produces soft, well-formed stools that mini-

mize pain and strain and reduce the chance of throm-

bosis in hemorrhoidal veins.

Softens stools

Metamucil, a highly purified vegetable colloid, absorbs

water, hydrates the intestinal contents and produces a

demulcent "smoothage” that aids healing of hemor-

rhoids and anal fissures.

Reduces pain
Metamucil reduces pain by eliminating the abrasive ir-

ritation of hard, dry stools.

Restores bowel function
Metamucil produces a gentle distention of the intestinal

wall that stimulates natural peristalsis and helps reestab-

lish normal, rhythmic bowel function.

And in constipation...

Metamucil furnishes, as it has for more than 30 years,

the simple physiologic corrective to constipation, elim-

inating both hard stools and the need for harsh laxatives.

Usual Adult Dosage:

One rounded teaspoonful of Metamucil powder in a

glass of cool liquid, or one packet of Instant Mix Meta-

mucil in a glass of water. An additional glass of liquid

is helpful.

SEARLE Research in the Service of Medicine
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V-Cillin K® provides dependable oral antibacterial therapy

because it combines a high degree of activity. .

.

V-Cillin K has been shown to be effective in the treatment of streptococcus

and pneumococcus infections as well as infections caused by sensitive strains

of staphylococci. It may be used for the prophylaxis of streptococcus infections

in patients with a history of rheumatic fever and for the prevention of

bacterial endocarditis after tonsillectomy in patients with a history of

rheumatic fever or congenital heart disease.

with high blood levels, even when taken with food

V-Cillin K is stable in acid and immediately soluble. High serum levels,

therefore, are reached rapidly. Because it is acid stable, V-Cillin K is well

absorbed even when taken close to mealtime. These desirable properties help

make V-Cillin K a dependable penicillin for oral use.

V-Cillin K
Potassium Phenoxymethyl Penicillin

Now available: V-Cillin K®, Pediatric,

for Oral Solution, 250 mg. (400,000 units)

per 5 cc. of solution.

701449

(See next page for prescribing information.)



New 500 mg. tablets...amore convenientway to give high doses

Description: V-Cillin K, the potassium salt of V-Cillin®

(phenoxymethyl penicillin, Lilly), combines acid stability

with immediate solubility and rapid absorption. Higher,

more rapid serum levels are obtained than with equal

oral doses of penicillin G.

Indications: Streptococcus, pneumococcus, and gono-

coccus infections; infections caused by sensitive strains

of staphylococci; prophylaxis of streptococcus infections

in patients with a history of rheumatic fever,- and preven-

tion of bacterial endocarditis after tonsillectomy and

tooth extraction in patients with a history of rheumatic

fever or congenital heart disease.

Contraindication: Penicillin hypersensitivity.

Warnings: In rare instances, penicillin may cause acute

anaphylaxis which may prove fatal unless promptly con-

trolled. This type of reaction appears more frequently in

patients with a history of sensitivity reactions to penicillin

or with bronchial asthma or other allergies. Resuscitative

drugs should be readily available. These include epi-

nephrine and pressor drugs (as well as oxygen for

inhalation) for immediate allergic manifestations and

antihistamines and corticosteroids for delayed effects.

Precautions: Use cautiously, if at all, in a patient with a

strongly positive history of allergy.

In prolonged therapy with penicillin, and particularly

with high parenteral dosage schedules, frequent eval-

uation of the renal and hematopoietic systems is rec-

ommended.

In suspected staphylococcus infections, proper lab-

oratory studies (including sensitivity tests) should be

performed.

The use of penicillin may be associated with the over-

growth of penicillin-insensitive organisms. In such cases,

discontinue administration and take appropriate measures.

Adverse Reactions: Although serious allergic reactions

are much less common with oral penicillin than with intra-

muscular forms, manifestations of penicillin allergy may

occur.

Penicillin is a substance of low toxicity, but it possesses

a significant index of sensitization. The following hyper-

sensitivity reactions have been reported: skin rashes

ranging from maculopapular eruptions to exfoliative der-

matitis,- urticaria,- and reactions resembling serum sickness,

including chills, fever, edema, arthralgia, and prostration.

Severe and often fatal anaphylaxis has occurred (see

Warnings). Hemolytic anemia, leukopenia, thrombocy-

topenia, and nephropathy are rarely observed side-

effects and are usually associated with high parenteral

dosage.

Administration and Dosage: Usual dosage range,

125 mg. (200,000 units) three times a day to 500 mg.

(800,000 units) every four hours. For infants, 50 mg. per

Kg. per day divided into three doses.

See package literature for detailed dosage instructions

for prophylaxis of streptococcus infections, surgery, gon-

orrhea, and severe infections.

How Supplied: Tablets V-Cillin K, U.S.P., 125 mg.

(200,000 units), 250 mg. (400,000 units), and 500 mg.

(800,000 units).

V-Cillin K, Pediatric, for Oral Solution, 125 mg.

(200,000 units) and 250 mg. (400,000 units) per 5 cc. of

solution (approximately one teaspoonful). [042567]

Additional information available to

physicians upon request. Eli Lilly and

Company, Indianapolis, Indiana 46206.

Sfeey

701449



Editorials

LET US NOT EVADE IMPLIED CONSENT

We are all appalled at the carnage on our high-

ways; 50,000 deaths a year in the USA by violence

on the greatest system of roads in the world is

not an eviable record. Rhode Island has had 81

deaths through October 1967. That the high inci-

dence of death and accidents can be reduced is a

fact proved by the experience of Denmark and

other Scandanavian countries over a decade ago.

Since the reduction of allowable blood alcohol level

from 0.15 per cent to 0.05 per cent in drivers of

motor vehicles in those countries, road accidents

have been decreased dramatically (see chart). Great

Britain has just put into law a Road Safety Act.

The driver doesn’t have to be drunk to be charged.

The offense is driving with more than 0.08 per

cent of alcohol in the blood.

In the United States, and in Rhode Island in

particular, this could be done simply by enforcing

the 15-month-old “implied consent” law for each

driver, plus conviction without exceptions of all

drinking drivers involved in car accidents. Any at-

tempts to exonerate a driver who has been under

the influence of alcohol by seeking loopholes in the

law, as was accomplished in a recent court case,

can only endanger the lives of all of us, the other

drivers on the highways.

MUSCLE
Pathologists are quite familiar with the challenge

of diagnosis of muscle disease by biopsy. The
demonstration of the encysted trichina larva in

trichinosis or of vascular disease, such as in poly-

arteritis, provide the physician with a definite

diagnosis. Muscle disease of neurogenic origin is

also fairly readily recognized, as are the changes of

polymyositis.

A recent report from the Mount Sinai Hospital
1

describes the experiences and observations of a

five-year prospective study. This was quite thor-

ough and included an extensive series of chemical

determinations both on blood and muscle homo-
genates. Among these were studies of oxidative,

hydrolytic, and transferring enzyme activities and

various intermediate metabolic products. Muscle

specimens were examined by electron microscope

and cytochemistry.

There is plenty of scientific evidence confirming

that a driver having a blood alcohol of over 0.05

per cent is much more accident prone than the

non-drinking driver. Let us not permit further

evasion of the law.

Copenhagen in Denmark has greatly decreased

its accident rate in automobiles by lowering the

blood level of intoxication to 0.5 per cent. Medical

examination and chemical tests are compulsory in

that country.

BIOPSY

Despite careful correlation of history and physi-

cal examination with the above enumerated tests,

there were no “precise guidelines for the interpre-

tation of muscle pathology.”

The authors suggest that the classification of

neuromuscular disease be simple and that the bi-

opsy be utilized to determine the actual presence

of such a disorder. Detailed classification of the

varieties of dystrophy, neurogenic atrophy, and

myositis may require clinical evalution.

One cannot overemphasize the importance of

proper biopsy, its careful handling, and a good

history. Although important in all surgical path-

ology, it is especially true in disease of muscle.

Biopsies (preferably multiple) should be obtained

from muscles clinically manifesting disease. Muscle

is excised by sharp dissection, and carefully han-

(Continued on next page)
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died to avoid crushing and contraction. The mini-

may sample is 2.5 cm. long, 1 cm. wide, and 1 cm.

deep. Details of handling will depend on the types

of examination (cytochemistry, or electron micro-

scopy) .

Although the famous Austrian surgeon, Profes-

sor Theodore Billroth, performed the first muscle

biopsy over 100 years ago and this technique has

made major contributions to the diagnosis of pri-

mary muscular, neuromuscular and systemic dis-

ease, it is evident that much is still to be learned

in the study of this tissue. Hopefully, the accumu-

lation of cases in different stages of the disease and

their correlation with the multiple laboratory tests

either available or being developed will help fur-

ther to delineate these diseases.

REFERENCE
1Anderson, P. J.; Song, S. K.

;
Slotwiner, P. : Muscle

Biopsy Program at Mount' Sinai Hospital: Results

of a Five-year Prospective Study. J. Mount Sinai

Hosp. N.Y. 34: 171, March-April 1967

PROFIT MOTIVE FOR AIR POLLUTION CONTROL
Industry is hesitant to modify its smoke stacks

with expensive equipment for air pollution control.

The modification procedures are highly expensive;

the major reward to industry is good will. There-

fore. industry will no voluntarily incur this huge

cost without legal coercion, which is also costly to

local governments.

One solution to this problem is to seek a profit

motive for industry. Gaseous waste from exhaust

smoke contains valuable elements. One of the most

hazardous waste gases, oxides of sulphur, is also a

potentially rich source of sulphur.

Of the 65 million tons of gaseous waste released

in the atmosphere annually in the United States, 1

it has been estimated that 10 million tons of this

waste is sulphur in the form of sulphur oxides.

When this figure of 10 million tons is compared

to about 13 million tons of sulphur mined annually

in this country, the enormous amount of sulfur

waste becomes apparent. The price of sulphur is

gradually rising, the latest quoted price being about

$63 a ton.
2 Multiplying this figure by 10 million

tons of waste sulphur, the annual loss to industry

is estimated to be $630 million a year for only one

specific pollutant.

What is needed is intensive research in order to

develop an economical chemical process to extract

sulphur and other major contaminants such as ni-

trogen and carbon from gaseous waste. The con-

version of industrial wastes to profitable products

has been done many times with excellent results.

A very successful example is the conversion of

coal ashes into cinder blocks, which are used as

building materials. The City of Memphis collects

leaves with only nine vacuum trucks, each oper-

ated by four men, and uses them profitably to

keep the frost out of prospective sewer jobs.3

Leaves are also used in city parks and malls as

mulch. The benefits from not burning leaves is es-

timated to be $22.50 a ton.3 Similarly, the Con-

solidated Paper Company, Appleton, Wisconsin,

turns out 30,000 pounds per hour of fresh water

in the process of concentrating spent sulphite liq-

uor which is sold at a profit for making such things

as vanilla extract and an oil well drilling dispersal

agent.4 The Federal Government might well save

millions of dollars in the future if it directs some

of its present air pollution control allocations to

basic research for developing economical processes

for extracting valuable chemicals from waste prod-

ucts.

REFERENCES
Wortune Magazine, page 2, November, 1965
2 Financial World, page 15, September 6, 1967
3Scientist and Citizen, page 1, Vol. 9, April 1967
4News Report from Aqua-Chem, Inc., October 2, 1967

PART-TIME FACULTY IN MEDICAL SCHOOLS
As the Medical Science Program at Brown

evolves, the University will be confronted increas-

ingly with the need to utilize part-time teachers,

particularly in the clinical branches, but also to

some extent in related fields such as pathology and

radiology. Administrative problems and titles may
prove somewhat sticky, but the general concept

need not present insurmountable barriers. A recent

survey by the Association of American Medical

Colleges demonstrates not only the wide prevalence

of this practice, but also suggests that the assis-

tance provided may be critical.

For the academic year 1966-67, 78 of the 88 ex-

isting medical schools reported on their experience

in this field. The 1,214 teaching departments uti-

lizing part-time teachers engaged an incredible

30,828 part-time faculty members. Eighty-five per

cent of these part-time teachers served on a non-

paid voluntary basis—generally in clinical teach-

ing departments. Of the total number of depart-

ments involved, 177 or 14 per cent used only paid

part-time faculty, 386 departments (32 per cent)

used only nonpaid part-time faculty, and 651 de-

partments (54 per cent) used both paid and non-

paid part-time faculty. Departments using both

paid and nonpaid part-time faculty members ac-

counted for 87.4 per cent of all paid faculty mem-
bers reported.

More than half of the part-time faculty in clini-

cal branches are in the departments of medicine,
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psychiatry, and surgery—one fourth of the report-

ing clinical departments. These same departments

averaged 12 paid part-time faculty and 69 nonpaid

part-time faculty members. Eighty-five per cent

of the departments in medicine, psychiatry, and

surgery used part-time faculty members—paid and

nonpaid.

Based on this survey the Association report con-

cludes: “While it is not possible quantitatively to

assess the contribution of part-time faculty to the

medical education process, it is obvious that part-

time services provided by more than 30,000 indi-

viduals could be equaled only by a substantial in-

crement in full-time faculty.” We would draw a

more drastic conclusion. It is likely that with the

present critical shortage of medical manpower med-

ical education would break down completely with-

out this large infusion of part-time teachers. Two
additional conclusions can be drawn, one having

general and one having local application. The clini-

cal experience which these men bring to medical

teaching is both enriching and indispensable. In

our developing local program the necessity of in-

volving part-time teachers will sooner or later be

evident.

CELLULITIS AND THE BEAUTY SALONS

Cellulitis is defined in medical dictionaries as “an

inflammation of the cellular tissue, especially puru-

lent inflammation of the loose subcutaneous tissue.”

From the Providence Journal of October 17,

1967, we earn that a European beauty salon

expert, holding a degree in dermatology and

cosmetology from the University of Bucharest,

Romania, an organizer of the Association of Facial

Specialists and President of the American Associa-

tion of Aestheticians, is coming to the United

States to instruct America, “still languishing in

the dark ages.”

Any woman will realize the difference from the

European training, she says, when she learns that

such training includes skin rejuvenation “cellulite”

treatment, vitamin ray lamp, and biological treat-

ment—none found here in these United States.

The Romanian beauty expert, of course, asserts

that she is not interested in selling products.

YOU NAME IT!

From time to time we like to look over the roster

of forthcoming meetings in JAMA and cull out a

selection of exotic organizations. Our current fa-

vorites are these:

International Congress on Phlebology; Latin

American Congress on Allergology; Symposium
with International Participation on Gynecological

Balneology; Finnish Medical Week; Italian Society

of Gerontology; Collegium Internationale Allergo-

logicum; American Diopter and Decibel Society;

Symposium with International Participation on

Problems of Listeriosis; International Congress

of Logopedics and Phoniatrics; Symposium on

Medical Radioisotope Scintigraphy; International

Congress on Rorschach and Other Projective Tech-

niques; Balkan Medical Week; International Con-

gress of Cybernetic Medicine; International Con-

gress of Psychodrama and Sociodrama; Interna-

tional Congress of Sociometry and Social Psy-

chology.

Also International Postgraduate Congress for

Practical Medicine.

Consult our Travel Department for Special

Tours.

THE MEDICAL EXAMINER PROBLEM
The State of Rhode Island has for years had

serious difficulties in recruiting a competent medi-

cal examiner or in retaining one when engaged for

more than a token period of time. The post has

now been vacant for almost one and a half years.

Attorney General Herbert F. De Simone proposes

to seek changes in the medical examiner law de-

signed to increase the attractiveness of the position

and to improve functioning of the office. The pro-

posed changes in the law would permit higher pay,

more authority, slightly less stringent qualifica-

tions, and a tightening of the office’s statewide

operations. In view of the scarcity of qualified

pathologists, these recommendations appear to have
validity.

The suggested changes specifically are as fol-

lows:

1. Elimination of the present $15,000

statutory salary limit.

2. Elimination of the statutory require-

ment of one year of medico-legal train-

ing.

3. Reduction in the number of county

medical examiners, resulting in higher

salaries for the reduced staff.

4. Establishment of the post of assistant

medical examiner.

There is an urgent need to procure the services

of a competent pathologist for this important po-

sition. We support these changes and urge their

adoption by the forthcoming General Assembly.
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RHODE ISLAND PHYSICIAN JOINS PROJECT
HOPE IN COLOMBIA

Dr. William B. Walsh, President and Founder of

Project HOPE, has announced that a Rhode Island

physician, Vincent Zecchino, M.D., joined Project

HOPE’S medical teaching-treatment mission to Car-

tagena, Colombia, in mid-October. Dr. Zecchino

will work for two months as a volunteer aboard the

floating medical center S.S. HOPE.
A specialist in orthopaedic surgery, Dr Zecchino

attended Royal Cunversano Vescovile College and

the University of Bologna Medical School. He is

currently engaged in private practice in Providence,

Rhode Island, and is affiliated with Rhode Island,

Miriam and Davis Park Veterans Hospitals.

Colombia is the seventh nation visited by the

S.S. HOPE. Since her initial voyage in 1960, the

ship has anchored in Indonesia, Vietnam, Peru,

Ecuador, Guinea, and Nicaragua. In seven voyages,

Project HOPE’S dedicated staff of American doc-

tors, nurses, and technicians has performed more

than 9,000 operations, treated 100,000 patients, and

immunized more than one million.

Since the floating medical center S.S. HOPE’S
arrival in Cartegena, Colombia, in February, 1,250

operations have been performed, 19,500 patients

have been treated, and 117,045 immunizations

against diphtheria, tetanus, and smallpox have been

administered.

INFLUENZA VACCINE NOT NECESSARY FOR
HEALTHY CHILDREN

Normally healthy children should not be vacci-

nated against influenza, despite current predictions

of increased outbreaks of A2 influenza during the

1967-68 season.

Only children who may suffer severe complica-

tions from the virus should receive flu vaccine.

The American Academy of Pediatrics issued

these guidelines recently, basing its recommenda-

tions on evidence that currently-available influenza

vaccines cause feverish or other types of reactions

among many children who are vaccinated.

The statement, prepared by the AAP Commit-
tee on Control of Infectious Diseases, recommends

influenza only for “children known to experience

high morbidity or mortality from influenza,” in-

cluding children with these conditions:

• Rheumatic heart disease, especially those with

mitral stenosis, (shrinking of the mitral valve).

• Other cardiovascular disorders such as con-

genital or hypertensive heart disease, especially

fully-developed or beginning cardiac insufficiency

with easy fatigue or shortness of breath.

• Chronic bronchopulmonary diseases including

cystic fibrosis of the pancreas, chronic asthma,

chronic bronchitis, bronchiestasis, pulmonary tu-

berculosis, and patients having weak or paralyzed

respiratory muscles.

• Chronic metabolic disease.

• Chronic glomerulonephritis or nephrosis, dis-

eases of the kidney).

• Chronic neurologic disorders.

The Academy further recommends that the com-
paratively new bivalent vaccine be administered to

immunize those infants and children who require

protection this year.

YOU MAY BE OLDER THAN YOU THINK
If you smoke a pack or more of cigarettes daily

or if your blood pressure or serum cholesterol levels

greatly exceed normal, you may be seven, fifteen,

or even 20 years older than your chronological age

— insofar as your chances of developing coronary

heart disease (CHD) are concerned, according to

Jeanne Truett, Jerome Cornfield, and Dr. William

Kannel, of the Public Health Service’s National

Heart Institute.

Their findings are drawn from a 12-year study

of factors affecting risk among 5,127 adults en-

rolled in the Framingham (Mass.) Heart Study.

They appeared in a recent issue of the Journal of

Chronic Diseases.

In brief, the scientists report that, on the aver-

age, a man can be regarded as 15 years older than

his chronological age from the point of view of

coronary heart-disease risk if:

• He smokes more than a pack of cigarettes

daily; or

(Continued on Page 851)
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T1L0MYCIN has always belonged in the foremost rank

the broad-spectrum, general-purpose antibiotics,
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Endamoeba histolytica

Hemophilus influenzae

Pneumococcus

Escherichia coli

Gonococcus

Shigella

Staphylococcus

Streptococcus

Rickettsia

If there’s a broader
susceptibility pattern
of organisms,
we’ve vet to see it.

DECLOMYCIN Demethylchlortetracycline shoulc b

equally or more effective therapeutically than cie

tetracyclines when the offending organisms r

tetracycline-sensitive.

Contraindication: History of hypersensitivit t >D
I

demethylchlortetracycline. I mi

Warning—In renal impairment, usual doses may a as

to excessive accumulation and liver toxicity. Under : c jji

conditions, lower than usual doses are indicated, an, j

therapy is prolonged, serum level determinations ma b

advisable. A photodynamic reaction to natural or a if

cial sunlight has been observed. Small amounts of < u

and short exposure may produce an exaggerated ir

burn reaction which may range from erythema to se;r ev

skin manifestations. In a smaller proportion, plt(

allergic reactions have been reported. Patients sh ll re

avoid direct exposure to sunlight and discontinue <u ic;

at the first evidence of skin discomfort. Necessary scs<
yj

quent courses of treatment with tetracyclines shoul b

carefully observed. I

Precautions—Overgrowth of nonsusceptible organ m
may occure. Constant observation is essential. If nevii

fections appear, appropriate measures should be ta;i

In infants, increased intracranial pressure with buljn

fontanels has been observed. All signs and symptm P

have disappeared rapidly upon cessation of treatn n ar

Side Effects — Gastrointestinal system — anoreif

nausea, vomiting, diarrhea, stomatitis, glossitis, entrc

colitis, pruritus ani. Skin—maculopapular and erythn:

tous rashes. A rare case of exfoliative dermatitis ia

been reported. Photosensitivity; onycholysis and i.*

coloration of the nails (rare). Kidney — rise in Bf
apparently dose related. Transient increase in urii.r

output, sometimes accompanied by thirst (rare).Hyei

sensitivity reactions — urticaria, angioneurotic edtii

anaphylaxis. Teeth— dental staining (yellow-brown i

children of mothers given this drug during the l;te

half of pregnancy, and in children given the drug dun
the neonatal period, infancy and early childhoc

Enamel hypoplasia has been seen in a few childrei I

adverse reaction or idiosyncrasy occurs discont u

medication and institute appropriate therapy.

Average Adult Daily Dosage: 150 mg q.i.d. or 0

mg b.i.d. Should be given 1 hour before or 2 hours it

meals, since absorption is impaired by the concomiir

administration of high calcium content drugs, foods n p

some dairy products. Treatment of streptococcal ir* it

tions should continue for 10 days, even though syif

toms have subsided.

In the treatment of syphilis a dosage schedule of a total of 12 to 18 Gm. V«

in equally divided doses over a period of 10 to 15 days should be followed, o;

follow-up observation of the patient is recommended, including approla

laboratory tests, since demethylchlortetracycline has not had adequate ih

ation in all stages of syphilis. Spinal fluid examination should be include

part of this follow-up.

Acute gonococcal anterior urethritis in males has been treated effectively >h

single dose of 600-900 mg. of DECLOMYCIN Demethylchlortetracycline. )d

viduals unable to tolerate large single doses due to gastrointestinal side «;c

may be treated with 150 mg. every 6 hours for a minimum of 4 doses or 3011

every 12 hours for a minimum of 2 doses. Females should be treated vM
dosage of 150 mg. every 6 hours or 300 mg. every 12 hours until a cure is aff«c<

Primary Atypical Pneumonia (Eaton Agent) : The average adult daily dos J •

900 mg. in 3 divided doses for six days.

LEDERLE LABORATORIES, A Division c

American Cyanamid Company, Pearl River,
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THROUGH THE MICROSCOPE
(Continued from Page 850)

• His blood cholesterol is elevated by 100 mg/

100 ml.; or

• His systolic blood pressure is 60 mm. above

normal.

While over-weight was also a significant item

among the age-adjusted risk factors in the study,

its effect was smaller than these others.

The Framingham Heart Study has been follow-

ing a sample of 5,127 adults in the town of Fra-

mingham since 1949, chiefly to ascertain factors

associated with the development of coronary heart

disease. The seven risk factors most extensively

studied have been age, serum cholesterol, blood

pressure, relative weight, hemoglobin, cigarette con-

sumption, and electro-cardiographic abnormalities.

Data collected during examinations of the subjects

every two years at the Study Clinic have been sup-

plemented by other sources of information, such as

records of hospitalizations, death certificates, med-

ical examiner reports, and information from pri-

vate physicians.

The current report is based on the 12-year inci-

dence of coronary heart disease among 2,187 men

and 2,669 women, aged 30-62 at entry into Study

and found free of CHD at first examination.

Analyses were performed separately for age

groups 30-39, 40-49, and 50-62 for men, and 30-49

and 50-52 for women, as well as for all ages com-

bined.

Not unexepectedly, the single most “important”

risk factor for men for all ages combined was age

itself. However, within specific age groups, the

number of cigarettes smoked, serum cholesterol

levels, and systolic blood pressure appeared more

important than age per se. Risk increases for these

variables are most striking in the 30-39 age group

for men.

The presence of these risk factors could put a

man of 40 in the risk category as a man 1 5 years or

more older who had none of these factors working

against him.

Age, elevated blood cholesterol, and high blood

pressure also increased CHD risk for women, but

the hazard was not so great as for men.

Overweight appeared to be a relatively unim-

portant factor in the lowest and highest age groups

when all risk factors were considered simultane-

ously. The calculations indicated that relative

weight appeared to be only one-third as important

as smoking habits and only one-fourth as impor-

tant as cholesterol or blood pressure levels in the

oldest age group. However, the investigators point

out, weight reduction may still be desirable in

obese subjects because of its effect on other risk

factors. (For example, blood pressure and choles-

terol levels frequently drop with weight loss.)

Thus, the most important risk factors found in

the Framingham Heart Study during the past 12

years were age, cigarette smoking, cholesterol and

blood pressure levels, with men showing less abil-

ity than women to withstand' the hazardous pat-

terns of living which contribute to these abnormal-

ities.

Dr. Kannel concludes: “A man can do little

about his chronological age, but something can be

done about these other factors that, insofar as his

risk of a heart attack is concerned, make him old

beyond his years. With a physician’s help, elevated

blood pressure and cholesterol levels can be re-

duced.

“Even without a physician’s help, a man who

smokes cigarettes can substantially reduce his risk

just by kicking the habit. We at Framingham be-

lieve that, if the cigarette smoking habit could be

eliminated in this country, our death rate from

coronary heart disease would fall substantially.”

4 OUT OF 5 AGED AMERINCANS RETAIN

PRIVATE INSURANCE
About one out of every two Americans 65 and

over owns some form of private health insurance,

in addition to Medicare.

Their solution to current health care financing,

the Health Insurance Institute maintains, is to

round out their government insurance by filling in

the gaps with private insurance.

(Continued on next page)

IMPORTANT !
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Providence Medical Association
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Take five...

Labstix® provides 5 important urinary find-

ings*— on a single reagent strip! That’s more
information than you can get from any other

single reagent strip. You know the results in

just 30 seconds—while the patient is still in

your office— and readings are reliable and re-

producible. Labstix is easy to handle, too.

Never goes limp, even when wet, because it’s

made with clear, firm plastic. And results with

Labstix are easy to read— color contrast be-

tween the test areas and the transparent plas-

tic is clearly defined. An unexpected “positive”

from testing with Labstix may help in de-

tecting hidden pathology before marked
symptoms are manifest.

*Blood; ketones; glucose; protein, and pH.

AMES COMPANY
Division Miles Laboratories, Inc.

Elkhart, Indiana 465 14

@
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It is estimated that over 9 million of the na-

tion’s 18.5 million 65 and over population have

health insurance through private sources.

An Institute analysis of government and private

studies indicates that four out of five of those who

relied on voluntary health insurance before Medi-

care, still do -— but on a supplementary basis.

The idea of these elderly persons apparently is

to fill in and add to present benefits to make med-

ical payments for health care items as complete as

possible.

The growing demand for outside benefits to com-

plement Medicare was recently underlined in the

“Social Security Bulletin,” published by the Social

Security Administration.

“Well over 60 per cent of all aged persons now
have or soon will have some provision for medical

costs in addition to that which they have under

Medicare,” the Bulletin reported.

It was estimated that since the start of Medicare

in July 1966, only about two million Americans 65

and over dropped their private insurance plans.

According to the Health Insurance Association of

America’s survey of health insurance benefits in

the United States, the amount of benefits received
v
y older policyholders under private plans decreased

last year.

The drop in payments, noted the HII, was due

to the fewer policies now owned by the aged and

to the supplementary nature of these policies. That

is, insurance benefits for the aged are now geared

to insure those costs not covered by Medicare.

In 1966, the survey showed voluntary insuring

organizations paid $480 million in benefits to the

over-65’s. A year earlier they had paid $779 million.

At the end of 1966, according to a Health In-

surance Council report, there were an estimated

9.4 million elderly persons with some form of pri-

vate supplementary health insurance.

Blue Cross-Blue Shield insurance protected some

1.9 million of the aged, while insurance company

policies covered close to 4.6 million.

Before Medicare, insurance companies provided

health insurance to over to over six million persons

over 65, the Institute said. The new polices, it

added, either pay for medical expense, either pay

for medical expenses not covered, by Medicare, pay

cash sums for expenses (medical or otherwise) in-

cidental to the illness, or in those few cases where

persons are not eligible for the government pro-

gram, for those expenses which ordinarily would be

covered.

HALF OF NATION WEARS GLASSES
Nearly half the people in the United States wear

eyeglasses, according to the Health Insurance Insti-

tute.

Note: AMERICAN HOSPITAL FORMULARY SERVICE
CATEGORY NUMBER 36:88 «oi«j
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And, not surprisingly, the older you get, the

more likely you are to be using them.

According to the U.S. National Health Service,

over 86 million Americans past three years of age

were wearing corrective lenses last year, 585,000

used contact lenses and 1,188,000 owned both con-

tact lenses and eyeglasses.

In a 12-month study ending June 1966, the NHS
found that only about one out of every 10 Ameri-

cans over 45 years of age did not wear eyeglasses.

The study demonstrated the link between in-

creasing age and the need for visual aid.

Between three and 16 years of age, for example,

only about 1.5 persons out of 10 use corrective

lenses; between 17 and 44, four out of 10 use them,

and past 45 years, nearly nine out of 10.

Women at all age levels, outnumber the men as

eyeglass wearers.

Overall, 53 out of every 100 women use eye-

glasses or contact lenses, or both, while only 43

out of every 100 men do.

At age 45 and over, statistics showed, 91 out of

every 100 women wear corrective lenses, while only

84 out of 100 men use them.

FIVE NEW MEDICAL SCHOOLS OPENED
Five new medical schools opened this fall, and

others are increasing their enrollments of beginning

medical students.

The result is an increase of first-year medical

students' to an estimated 9,280, compared with

8,964 last year, says The AMA News, published

by the American Medical Association.

There now are 94 U.S. medical schools in oper-

ation. Eleven other new medical schools are con-

tinuing development programs. These developing

schools, plus the five just put into operation, are

expected to be graduating an additional 1,062 med-

ical students annually by the mid-1970s. Medical

schools will then be graduating about 10,00 stu-

dents annually.

Total medical school enrollment was 82,835 last

year, and is expected to increase substantially this

year.

The new schools are the University of Arizona

College of Medicine, at Tucson; Brown University’s

Program in Medical Science, at Providence, R.I.:

the University of Hawaii School of Medicine, at

Honolulu; Michigan State University’s College of

Human Medicine, at East Lansing, and Pennsyl-

vania State University’s Milton S. Hershey Medical

Center, Hershey, Pa.

In addition, freshman enrollment has been in-

creased five each in the schools of medicine and
dentistry at Creighton University, Omaha, Neb.

(Continued on next page)
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...Plus one
You can extend your testing scope by includ-

ing Ictotest'5’ Reagent Tablets, the 30-sec-

ond determination for bilirubinuria — which

can be an early sign of obstruction of the

common bile duct, infectious hepatitis, or

other liver disease. This test is also useful for

detecting liver damage from carbon tetra-

chloride and other halogenated hydrocarbons

used as industrial and household solvents.

Positive findings with the urine-testing team
of Labstix and Ictotest can represent signif-

icant guides to patient management in many
clinical situations. “Negatives” may help rule

out suspected abnormalities over a broad
clinical range and are important

for the patient’s record.

AMES COMPANY
Division Miles Laboratories, Inc.

Elkhart, Indiana 46514
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The increases will boost medical school enrollment

to 82 freshmen and the dentistry division enroll-

ment to 51 freshmen.

Students are expected to be admitted in Sep-

tember, 1968 — two years ahead of schedule — to

the new campus of the New Jersey College of Med-
icine and Dentistry in Newark. (This is a new
campus for an existing medical school.)

The University of Arizona welcomed a class of

32 when it opened its $7.3 million medical school

complex in September. A full enrollment of 64

students is expected about 1969, according to Mer-
lin K. DuVal, Jr., M.D., dean of the school.

While Brown University admitted its first med-

ical school students in 1963, that class this fall

reached the equivalent of its first medical year.

Under the direction of Mac V. Edds, Jr., M.D.,

this privately owned and supported university has

earmarked a $17.1 million medical school expan-

sion program. The medical school offers a six-year

program, with the final three years emphasizing

independent study and research. The school en-

visions a maximum enrollment to 50 students per

class.

Twenty-seven students are enrolled in the Uni-

versity of Hawaii’s School of Medicine. Windsor
C. Cutting, M.D., dean, says construction is ex-

pected to start within the next six months on a $7

“GOODNESS,

what must you think of me,
dropping my purse so clum-
sily in the street!” ex-

claime the flushed young
girl. The handsome strang-

er gallantly placed it in

her hand. “I think,” he

suggested, “we should re-

fresh ourselves with a

sparkling glass of War-
wick Club Pale Dry Ginger

Ale, available in the full

32 - ounce quart bottle.”

“What a pleasant thought,”
she murmured happily, “it

sings in the glass . .

.”

million medical school building, but meanwhile,

classes are being conducted in other campus build-

ings, as well as in Leahi Hospital.

Michigan State University’s College of Human
Medicine is directed by Andrew D. Hunt, Jr., M.D.,

dean. Catergorized as a “two-year” school, its pro-

gram is considered as a “continuous six-year ex-

perience,” with “medical school” training starting

in the fourth year after three years of undergrad-

uate work. The school is aiming for an enrollment

of 64 students per class and is completing plans

for an $11.8 million Life Sciences Building.

A class of 40 is enrolled in the new College of

Medicine of the Milton S. Hershey Center of

Pennsylvania State University. The $50 million

complex, under Dean George T. Harrell, Jr., M.D.,

has devised an education program which will “em-

phasize problem solving through the scientific

method.”

NOISE IN THE HOME
The roaring vacuum cleaner, grumbling garbage

disposal, and booming hi-fi set in your home may
be hazardous to your health, suggests a report in

the Journal of the American Medical Association.

The collection of noisy appliances and electronic

“status symbols” raises sound levels in some homes

to disagreeable intensity, writes Lee E. Farr, M.D.,

a Houston physician who has long been concerned

about the effects of noise on health.

“Home sounds can threaten the health and well-

being of one’s emotional state,” Dr. Farr said. “Ex-

posure to noise . . . may lead to outbursts of fury

or threats, neither of which satisfies, and each of

which leaves frustration as a legacy.”

Continuous loud noise can damage hearing, but

this isn’t the main problem in the home, he says.

Too much noise simply upsets people, particu-

larly those who are already suffering from illness,

such as the so-called tension ills, duodenal ulcer,

anxieties, and emotional problems.

Not enough thought has gone into eliminating

home noise through better design, Dr. Farr said.

He called on designers, architects, physicians, and

others to cooperate in improving the situation.

The kitchen is particularly faulty, he said. It

simulates “an old-fashioned boiler factory.”

“The ventilating fan over the stove, the dish-

washer, the garbage disposal unit, the blender, all

make significant contributions to sound which the

steel cabinets and hard plastic surfaces reflect and

augment.”

27 MILLION AMERICANS HOSPITALIZED IN 1966

People in the United States are relying more on

hospitals than ever before.

The Health Insurance Institute said recently that

(Concluded from Page 854)



after

surgery
B and C vitamins are therapy: Therapeutic amounts of B and C in stress

formula vitamins often are vital during periods of physiologic stress.

STRESSCAPS capsules, designed to meet increased metabolic demands, aid in

achieving a more comfortable convalescence, a more rapid recovery. After sur-

gery, as in many stress conditions, STRESSCAPS vitamins are therapy.

Each capsule contains:
Vitamin 81 (Thiamine Mononitrate) 10 mg
Vitamin Bj (Riboflavin) 10 mg
Vitamin B* (Pyridoxine HCI) 2 mg
Vitamin B

1

2

Crystalline 4 mcgm
Vitamin C (Ascorbic Acid) 300 mg
Niacinamide 100 mg
Calcium Pantothenate 20 mg
Recommended intake Adults, 1 capsule
daily, for the treatment of vitamin deficien-

cies. Supplied in decorative "reminder"
jars of 30 and 100; bottles of 500.

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York

627 - 6—3613



When the T

agitated geriatric
disrupts the
home

His teen-age
granddaughter
won’t invite

friends

home
because 4

of his

outbursts]

• • •
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for moderate to severe anxiety

Mellaril
(thioridazine)
25 mg. t.i.d. ^

SAN DOZ



His disturbances at

the table make every
meal a nightmare.

His slovenly room
and habits create
/ more tension.

His daughter
can’t please him.

There is "just no
living with him.”

See following page for prescribing information.
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When the agitated geriatric

disrupts the home...

Anxiety that seriously interferes with the

individual’s performance at work, at

home, or in the community may be re-

garded as moderate to severe in degree.

Mellaril often recommends itself to the

treatment of moderate to severe anxiety

because it

• helps control the most frequent symp-
toms: marked tension, agitation, appre-

hension, restlessness, hypermotility

• often alleviates anxiety- induced so-

matic complaints

• frequently helps strengthen emotional

resources

• helps the patient maintain realistic

contact with environment, closer har-

mony with family

Thus, when you consider the anxiety

moderate to severe . . . consider Mellaril.

Contraindications: Severely depressed or

comatose states from any cause, and in

association with or following MAO inhibi-

tors; severe hypertensive or hypotensive
heart disease.

Precautions: Hypersensitivity reactions
(e.g., leukopenia, agranulocytosis) and
convulsive seizures are infrequent. Pig-

mentary retinopathy has been observed
where doses in excess of those recom-
mended were used for long periods of

time. May potentiate central nervous
system depressants, atropine, and phos-
phorus insecticides. Where complete men-
tal alertness is required, administer the
drug cautiously and increase dosage grad-

ually. In addition, orthostatic hypotension
(especially in female patients) has been
observed. Epinephrine should be avoided
in treatment of drug-induced hypotension.

Side Effects: Pseudoparkinsonism and
other extrapyramidal disorders are infre-

quent; drowsiness, especially in high
doses early in treatment, may occur; noc-

turnal confusion, dryness of the mouth,
nasal stuffiness, headache, peripheral
edema, lactation, galactorrhea, and inhibi-

tion of ejaculation are noted on occasion;
photosensitivity and other allergic skin re-

actions may occur but are extremely rare.

Before prescribing, see package insert for

full product information.

for moderate to severe anxiety

Mellaril
0

(thioridazine) a

25 mg. t.i.d. /^y
SAN DOZ

mudhOAfi
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'

• EMPHYSEMA
• ASTHMA
• CHRONIC BRONCHITIS
• BRONCHIECTASIS

Each tablet contains:

Potassium Iodide 195 mg.
Aminophylline 130 mg.
Phenobarbital, Caution: May be habit forming. . . 21 mg.
Ephedrine HC1 16 mg.

FEDERAL LAW PROHIBITS
DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephedrine-

phenobarbital. Iodides may cause nausea, long use

may cause goiter. Discontinue if symptoms of

iodism develop.

Iodide contraindications: tuberculosis, pregnancy.

DOSAGE
One tablet, with full glass of

water, 3 or 4 times daily.

Dispensed, in bottles of 100 and 1000 tablets.

MUDRANE GG— Formula, dosage and package identi-

cal to Mudrane

—

except— 100 mg. glyceryl guaiacolate

replaces the potassium iodide. The value of Mudrane
cannot be enjoyed by a small group in which K.I. is

contraindicated. Mudrane GG is prepared for this group.

MUDRANE GG ELIXIR—Four 5 cc teaspoonfuls is

equivalent to one Mudrane GG tablet. Dosage adjusted

to age and weight of child. Mudrane GG Elixir is for

pediatric patients and those who think they cannot swal-

low tablets. Dispensed in pint and half gallon bottles.

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers ojethical pharmaceuticals since 1856
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THROUGH THE MICROSCOPE
(Continued from Page 854)

last year one out of every seven Americans was

hospitalized as compared to one out of every eight

in 1956 and one out of every 10 in 1946.

According to American Hospital Association tab-

ulations, an average of 73,694 persons entered the

nation’s non-federal, short-term general and other

special hospitals daily during 1966.

Total hospital admissions for the year were 27

million people, almost double the patients who

entered hospitals 20 years earlier. This was an in-

crease of close to half a million in admissions over

the previous year.

The Institute noted that the increasing number

of Americans being treated in hospitals was also

reflected in the average daily hospital census.

On an average day last year there were nearly

588,000 patients — 3.3 per 1,000 population — in

hospitals. A year earlier there were 563,000 patients

or 2.9 per 1,000 population. In 1956 the average

was 2.6 per 1,000 and in 1946, 2.5 per thousand.

The Institute said more Americans than ever are

buying private health insurance to help pay for

hospital costs.

At the beginning of 1967 there were over 158

million persons who were insured against hospital

expenses — or had benefits payable while hos-

pitalized; almost five million more than a year

earlier.

For those under 65, 149 million had hospital

expense insurance, 137 million surgical expense in-

surance, 111 million regular medical expense in-

surance, and 55 million major medical insurance.

Disability income insurance, meanwhile, covered

54.4 million persons under 65, including 40.8 mil-

lion with insurance company coverage. This was an

HOSPITAL ADMISSIONS*

IN THE UNITED STATES 1946-1966
(In Millions)

1946 1951 1956 1961 1966

•Includes non Federal short-term general and other special hospitals. Admissions refer to

civilian population excluding new born infants and nursery accommodations, psychiatric and
tuberculosis hospitals.

Source: Amercan Hospital Association
Chart: Health Insurance Institute.
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overall gain of about 3.6 million people, including

2.8 million through insurance companies.

THE CORPSE AND THE
BEAVER HAT

(Concluded from Page 846)

TESTIMONY OF DOCTOR HARRIS

Dr. HARDING HARRIS. “In the winter of

1799, at a small distance from town, I met Dr.

Daniel Knight. He told me he was coming into

town to see some parts of the dead man dissected.

He said the body was then at Sugden’s and in-

vited me to attend Jhe operation with him. He
observed that he thought they had a right to dis-

sect the body as they had bought it of the mob
that came from Scituate, at such an extravagant

price; and that the whole expence of the business

had been as much as sixty or seventy dollars. He
related to me the particulars respecting the burial

of the body by the students; and I understood him

that Dr. Bowen was not present at the burial, and

that he did not see any part of the proceedings.

He told me the body was then partly dissected by

the young gentlemen themselves, and that Dr. Par-

don Bowen had been prevailed on to instruct them

in a further operation, which Mr. Knight consid-

ered as a politeness in the Doctor, and for which

he was thankful.”

REFERENCES
1Clough, Ben C. : The American Imagination at

Work: Tall Tales and Folk Tales. Alfred A. Knopf,
New York, P. 5, 1947

2Report of the Case John Dorrance against Arthur
Fenner, etc., etc. to which are added t'he Proceed-
ings in the Case Arthur Fenner vs. John Dorrance.
Printed by Bennett Wheeler, Providence, 1802.

ACUTE EPIGLOTTITIS
(Concluded from Page 830)
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FEDERAL LEGISLATIVE AMENDMENTS, 1967

A Summary Report From The Legislative Department
,

The American Medical Association

MENTAL HEALTH AMENDMENTS OF 1967

ENACTED ON JUNE 24, 1967

Mental Health Amendments
This law extends the program of grants for the

construction of community mental health centers

for a three-year period (until June 30, 1970) and

authorizes the appropriation $50 million for fiscal

year 1968; $60 million for 1969; and $70 million

for 1970.

The law also extends the program of grants for

the initial staffing of community mental health cen-

ters for an additional two years (until 1970) and

authorizes the appropriation of $26 million for fis-

cal 1969 and $32 million for fiscal 1970 (existing

law authorizes the appropriation of $30 for fiscal

1968).

The definition of “construction” under the Men-

tal Retardation Facilities and Community Mental

Health Centers Construction Act of 1963 is amend-

ed to include the acquisition of buildings.

The provisions of the Mental Health Centers

Construction Program relating to minimum stan-

dards are amended to provide that, effective July

1, 1969, the state plan must provide for the en-

forcement of standards with respect to projects ap-

proved after June 30, 1967.

Project Grants to Federal Institutions

The law amends the Public Health Service Act

to provide that appropriations to the Public Health

Service for research, training, or demonstration

project grants are to be available, on the same

•terms and conditions as apply to non-federal in-

stitutions, to hospitals of the Public Health Service,

the Veterans’ Administration, or the Bureau of

Prisons, and to Saint Elizabeth Hospital.

* * *

MILITARY SERVICE ACT OF 1967

Enacted on June 30, 1967

This law extends for four years the doctor draft,

the special pay for physicians and dentists, the De-

pendents’ Assistance Act, and the regular draft.

The law also makes numerous amendments to

the draft law as follows:

( 1 ) A registrant who fails or refuses to report

for induction will continue to remain liable for in-

duction and when available will be immediately in-

ducted.

(2) The National Security Council must peri-

odically advise the Director of the Selective Serv-

ice system and coordinate with him the work of

he may establish, with respect to the identification,

state and local volunteer advisory committees which

selection, and deferment of needed professional and

scientific personnel and those engaged in, and pre-

paring for, critical skills and other essential occu-

pations. In performing its functions, the Council

must give appropriate consideration to the respec-

tive needs of the armed forces and the civilian

economy.

(3) The President may not change the present

method of determining the relative order of induc-

tion for registrants within various age groups found

qualified for induction unless authorized by a law

enacted after the date of this law’s enactment date.

(4) A person who (1) prior to the date sched-

uled for his induction and pursuant to a proclama-

tion by the Governor of a state to the effect that

the strength of an organized unit of the National

Guard cannot be maintained by enlistment or ap-

pointment of persons who have not been issued or-

ders for induction under the draft law, or (2) prior

to the date scheduled for his induction and pursu-

ant to a determination by the President that the

strength of ready reserves of the Army, Navy, Ma-
rine Corps, Air Force, or Coast Guard cannot be

maintained by enlistment or appointment of per-

sons who have not been issued orders to report for

induction, enlists or accepts an appointment before

attaining the age of 26 in either the Ready Reserve

or the National Guard will be deferred from train-

ing and service under the Draft Act so long as he

serves satisfactorily as a member of the Ready Re-

serve or the National Guard. However, the number

of enlistments or appointments in any fiscal year

in any reserve component or National Guard may
not exceed the personnel strength for which funds

have been made available by the Congress for the

fiscal year.

(5) The blanket exemption from registration and

service for individuals serving in the Public Health

Service is eliminated. However, the law grants such

exemption to commissioned officers and members

of the reserve of the PHS while on active duty and

who are assigned to staff the offices and bureaus

of the PHS, including the NIH, the Coast Guard,

the Bureau of Prisons and the Environmental Sci-

ence Services Administration. The law provides that

a PHS officer who has been detailed or assigned to

duty prior to June 30, 1967 will be relieved from

registering and liability for service, regardless of

his assignment.
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(6) Individuals who are in a medical, dental

or allied specialist category not otherwise deferred

or exempted are liable for induction and training

and service until their 35th birthday.

(7) Except as provided below, the President

must, under rules as he may prescribe, provide for

the deferment of persons satisfactorily pursuing a

full-time course of instruction at a college, univer-

sity, or similar institution who requests a defer-

ment. The deferment would continue until the in-

dividual completes the requirements for his bac-

calaureate degree, fails to pursue satisfactorily a

full-time course of instruction, or attains his 24th

birthday, whichever occurs first. Student defer-

ments provided under this provision may be sub-

stantially restricted by the President only on a

finding by him that the needs of the armed forces

require that action. No person who has received a

student deferment could thereafter be granted a

deferment, nor could he be granted a deferment

for attending college if he has been awarded a

baccalaureat degree, except for extreme hardship

to dependents or for graduate study, occupation,

or employment necessary to the maintenance of the

national health, safety, or interest. A person who
has a deferred status because of attending high

school or college after attaining his 19th birthday,

or who requests and is granted a student deferment,

would, upon termination of his deferred status, and

if qualified, be liable for induction as a registrant

within the prime age group irrespective of his ac-

tual age, unless he is otherwise deferred.
uPrime age group” means the age group which

has been designated by the President as the age

group from which selections for induction are first

to be made after delinquents and volunteers.

(8) Except as provided below, the President is

authorized, under rules he may prescribe, to pro-

vide for the deferment from training and service

of any or all categories of persons whose employ-

ment in industry, agriculture, or other occupation

or whose continued service in an Office under the

U.S. or any state, territory, or possession, or whose

activity in graduate study, research, or medical,

dental, veterinarian, optometric, osteopathic, sci-

entific, pharmaceutical, chiropractic, chiropodial, or

other endeavors is found to be necessary to the

maintenance of the national health, safety or in-

terest. However, no person within any of the pre-

ceding categories could be deferred except on the

basis of his individual status. Further, persons who
are or who may be deferred under this provision

will remain liable for training and service until

their 35th birthday (the latter provision is not to

be construed to prevent the continued deferment of

such an individual if he is otherwise deferable un-

der the provisions of the law).

The President is also authorized to provide for

the deferment ( 1 ) of any or all categories of per-

sons in a status with respect to persons (other than

wives alone, except in cases of extreme hardship)

dependent upon them for support which render

their deferment advisable, and (2) of any or all

categories of persons found to be physically, men-

tally, or morally deficient or defective. In order to

determine whether or not the deferment of a person

is advisable because of his status with respect to

dependents, any payments of allotments which are

payable by the U.S. to dependents of servicemen

must be taken into consideration. However, the fact

that such payments are payable is not to be deemed

conclusively to remove the grounds for deferment

when the deferment is based upon financial con-

siderations. Such payments would not be deemed

to remove the grounds for deferment when a de-

ferment is based upon other than financial con-

siderations and cannot be eliminated by financial

assistance to the dependents.

The President is also authorized to provide for

the deferment from training of any or all categories

of persons who have children, or wives with chil-

dren, with whom they maintain a bona fide family

relationship in their homes. No deferment from

training could be made in the case of any individ-

ual except on the basis of his individual status.

There must be posted in a conspicuous place at

the office of each local board a list setting forth

the names and classifications of persons who have

been classified by the local board. The President

could, in carrying out the law, recommend criteria

for the classification of persons subject to induction

and to the extent that the action is determined by

the President to be consistent with the national in-

terest, recommend that the criteria be administered

uniformly throughout the U.S. whenever practical.

However, no local board, appeal board or other

agency or board of the Selective Service system is

required to postpone or defer any person by reasons

of his activity in study, research, or medical, den-

tal, veterinary, optometric, osteopathic, scientific,

pharmaceutical, chiropractic, chiropodial, or other

endeavors found necessary to the maintenance of

the national health, safety, or interest, solely on the

basis of any test, examination, selection system,

class standing, or other means conducted, sponsored,

administered, or prepared by a federal agency or

any private organization employed by a federal

agency.

(9)

The provisions relating to conscientious ob-

jectors are amended to define the term “religious

training and belief” as not including essentially

political, sociological or philosophical views, or a

merely personal moral code. A person claiming ex-

emption from combatant training and service be-

cause of his conscientious objections whose claim is

(Continued on next page)
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substantiated by the local board, must, if he is in-

ducted into the armed forces, be assigned to non-

combatant services as defined by the President, or

he must, if he is found to be conscientiously op-

posed to participate in non-combatant service, in

lieu of his induction, be ordered by his local board,

subject to Presidential regulations, to perform for

a period of 24 months civilian work contributing

to the maintenance of the national health, safety

or interest as the local board, under Presidential

regulations, deems appropriate. Any conscientious

objector who knowingly fails or neglects to obey

an order from his local board would be deemed to

have knowing failed or neglected to perform mili-

tary service under the law.

(10) The administrative provisions of the draft

law are amended as follows: (a) no person can be

disqualified as serving as a counselor to registrants,

including serving as a government appeal agent, be-

cause of his membership in a military reserve; (b)

no member may serve on a local or appeal board

for more than 25 years or after he has attained the

age of 75, and no citizen may be denied member-

ship on a local or appeal board on account of sex;

these provisions would be effective not later than

January 1, 1968; (c) no judicial review may be

made of the classification or processing of regis-

trants by a local board, an appeal board, or the

President, except as a defense to a criminal prose-

cution instituted under the law after the registrant

has reported either affirmatively or negatively to

an induction order or for civilian work in a case

of a conscientious Objector. Such review would go

to the question of jurisdiction provided to local

boards, appeal boards, and the President only when
there is no basis in fact for the classification as-

signed a registrant; (d) an employee of a local

board having supervisory duties with respect to

other employees of one or more local boards is to

be designated as the “Executive Secretary” of the

board (s); the term of employment of an Executive

Secretary in that position may not exceed 10 years,

except when reappointed; (e) the Director of Se-

lective Service must submit a written report to the

Congress semi-annually on the operation of the

system, including a written report to the Congress

semi-annually on the operation of the system, in-

cluding the number of persons registered, inducted

and/or deferred (and the reasons therefor) and

such specific kinds of information as may be re-

quested by the Congress; (f) precedence must be

given by the courts to the trial of cases arising un-

der the draft act and such cases would have to be

advanced on the docket for immediate hearing

(rather than at the request of the Attorney Gen-

eral) and an appeal from a decision will take pre-

cedence over all other cases pending before the
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court to which the case has been referred; (g) the

Justice Department is required to proceed as ex-

pediently as possible with a prosecution under the

draft act or with an appeal upon the request of

the Director of Selective Service or advise the House

of Representatives and the Senate in writing of the

reasons for its failure to do so.

The law also provides that the President could

order to active duty any member of the ready re-

serve who is not assigned to, or participating satis-

factorily in, a unit of a ready reserve; has not ful-

filled his statutory reserve obligation; and has not

served on active duty for a total of 24 months. An

individual ordered to active duty could be required

to serve until his total service equals 24 months.

If his enlistment or other period of military serv-

ice would expire before he has served the required

period, it could be extended until he has served the

required period. The law requires appropriate con-

sideration to be given to the individual’s family

responsibilities and the necessity of his employ-

ment to maintain the national health, safety or

interest in order to provide “fair treatment” among

members of the ready reserve being considered for

active duty.
* * *

VETERANS PENSION AND READJUSTMENT
ASSISTANCE ACT OF 1967

ENACTED ON AUGUST 31, 1967

This law makes a number of amendments to the

veterans laws, among which are the following:

( 1 ) A veteran will be considered as permanently

and totally disabled upon attaining age 65 (for

pension purposes)

;

(2) A veteran will considered to be in need of

“regular aid and attendance” if he is a patient in a

nursing home (existing law provides such a pre-

sumption where the veteran is helpless or blind or

so nearly helpless or blind as to need or require the

regular aid and attendance of another person)

;

(3) The Veterans’ Administrator is authorized

to furnish any type of therapeutic and rehabilitative

devices as well as any other equipment or supplies

(excluding medicines), if medically indicated, to

any veteran in receipt of a pension based on need

of “regular aid and attendance;”

(4) A two-year presumption of service connec-

tion is provided for veterans of the Vietnam era who
develop an active psychosis within two years of

their discharge from service and before the expira-

tion of two years following the termination of the

Vietnam era;

(5) The Veterans’ Administrator is required to

provide drugs and medicines which may be ordered

on prescription by a licensed physician as specific

therapy in the treatment of an illness or injury

for: (a) a veteran who is receiving additional com-
pensation for a war-time illness or injury (disabil-

(Continued on next page)
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ity must be rated at least 50 per cent), or (b) an

increased pension (for a non-service-connected dis-

ability) by reason of his need of ‘‘regular aid and

attendance.”

In addition to the above, among other things,

the law provides: increased pension benefits for vet-

erans of World War I, World War II, and the Ko-

rean Conflict and their widows and children; pen-

sion benefits for veterans of the Vietnam Conflict

on the same basis as is provided for veterans of

World War I, World War II, and the Korean Con-

flict, and for their widows and children; specially-

equipped automobiles for veterans with service-

connected disabilities which were aggravated by ac-

tive military service after January 31, 1955; burial

allowances for veterans of service after August 5,

1964; special assistance for those educationally dis-

advantaged veterans; increase of $30 per month in

assistance under the GI bill, and an increased pe-

riod of eligibility under the War Orphans Educa-

tional Assistance program from the 23rd birthday

to the 26th birthday.

The law would be effective on October 1, 1967,

except for the provisions relating to the presump-

tion of service connection for psychosis and for

drugs and medicines ordered for veterans in need

of regular aid and attendance, which became ef-

fective on August 31, 1967.
* * *

VOCATIONAL REHABILITATION AMENDMENTS
OF 1967

ENACTED ON OCTOBER 3, 1967

Extension of Program

This law amends the Vocational Rehabilitation

Act by extending it for two years and by authoriz-

ing the appropriation of $500,000,000 in fiscal year

1969, and $600,000,000 in fiscal 1970, to be used

to make grants to states for vocational rehabilita-

tion services.

The provisions of existing law relating to grants

for special projects under which grants to states

are made to meet the cost of planning for the de-

velopment of comprehensive vocational rehabilita-

tion programs (limited to a maximum of $100,000

for each by existing law) are amended to provide

that sums appropriated for any fiscal year begin-

ning prior to July 1, 1965, and ending after June

30, 1968, (rather than June 30, 1967) will not be

available for grants, and sums appropriated during

the period beginning July 1, 1965, and ending June

30, 1968, (rather than 1967) for planning grants

will remain available for such grants until the close

of June 30, 1969 (rather than June 30, 1968).

National Center for Deaf-Blind Youths and
Adults

The law adds a new provision to the Vocational

Rehabilitation Act under which the Secretary of

HEW is authorized to enter into an agreement with

any public or nonprofit agency for payment by the

U.S. of all or part of the cost of the establishment

and operation, including construction and equip-

ment, of a center for vocational rehabilitation of

handicapped individuals who are both deaf and

blind. The center is to be known as the National

Center for Deaf-Blind Youths and Adults.

The Center’s purposes are to ( 1 ) demonstrate

methods of (a) providing specialized, intensive

services, as well as other services, needed to re-

habilitate handicapped individuals who are both

deaf and blind, and (b) training the professional

and allied personnel needed to staff facilities spe-

cially designed to provide the services and train-

ing such personnel who have been or will be work-

ing with the deaf-blind; (2) conduct research in

the problems of, and ways of meeting the problems

of rehabilitating, the deaf-blind; and (3) aid in

the conduct of related activities which will expand

or improve the services for, or help improve public

understanding of, the problems of the deaf-blind.

Any organization desiring to enter into an agree-

ment will have to submit a proposal at such time,

in such manner, and containing such information as

the Secretary may prescribe. The Secretary must

give preference to those proposals which (1) give

promise of maximum effectiveness in the organiza-

tion and operation of the National Center; and (2)

give promise of offering the most substantial skill,

experience and capability in providing a broad pro-

gram of service, research, training, and related ac-

tivities in the field of rehabilitation of the deaf-

blind.

The agreement must ( 1 )
provide that federal

funds paid to the organization for the Center will

be used only for the purposes for which paid and

in accordance with the provisions of the law, and

the agreement made pursuant thereto; (2) provide

that the organization will make an annual report

to the Secretary (the Secretary must transmit the

report to the Congress with such comments and

recommendations as he deems appropriate); (3)

provide that laborers performing construction work

will be paid wages not less than those performing

similar construction work in the area in accord-

ance with existing federal law and regulations; and

(4) include such other conditions as the Secretary

deems necessary to carry out the purposes of the

law.

If within 20 years after the completion of the

construction, the facility ceases to be used for the

purpose for which it was constructed or the agree-

ment is terminated, the ECS., unless the Secretary

determines there is good cause for releasing the re-

cipient. will be entitled to recover from the appli-

cant or the owner of the facility an amount which

bears the same ratio to the then value of the fa-

cility as the amount of federal founds bore to the
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cost of the portion of the facility financed with

such funds. The value will be determined by an

agreement by the parties or by an action brought

in the U.S. district court in the district in which

the facility is located.

“Construction

”

means construction of any build-

ings, acquisition of existing buildings, and expan-

sion, remodeling, alteration, and renovation of ex-

isting buildings and initial equipment. It includes

the cost of architects’ fees and the acquisition of

land, but it would not include the cost of off-site

improvements.

The determination of who are both deaf and

blind withh be made in accordance with the Sec-

retary’s regulations.

Migratory Agricultural Workers

The law adds a new provision to the Vocational

Rehabilitation Act under which the Secretary of

HEW is authorized to make grants to any state

vocational rehabilitation agency or to any local

agency participating in the administration of a

state vocational rehabilitation plan for up to 90

per cent of the cost of pilot or demonstration pro-

jects for the provision of vocational rehabilitation

services to the handicapped workers, who, as de-

termined in accordance with rules prescribed by

the Secretary of Labor, are migratory workers, and

to members of their families (whether handicapped

or not) who are with them. The projects could in-

clude maintenance and transportation of such in-

dividuals and members of their families where ne-

cessary to their rehabilitation. Maintenance pay-

ments must be consistent with any maintenance

payment made to other handicapped persons in the

state under the Vocational Rehabilitation Act. The

grants would be conditioned upon satisfactory as-

surance that in the provision of vocational reha-

bilitation services there will be appropriate co-

operation between the grantee and other public and

private nonprofit agencies having special skills and

experience in the provision of services to migratory

agricultural workers or their families.

The above provision must be administered in co-

ordination with other laws dealing specifically with

migratory agricultural workers including the Ele-

mentary and Secondary Education Act of 1965, the

Economic Opportunity Act, and the Farm Labor

Contractor Registration Act.

Residence Requirement

The law amends the provision of existing law re-

lating to state plans for vocational rehabilitation

services to provide that, effective July 1, 1969, the

state plan must provide that no residence require-

ment will be imposed which excludes from services

under the plan any individual who is present in the

state.

Matching Requirement for the District of

Columbia

The law amends the definition of “allotment per-

centage” to provide that effective July 1, 1968, the

allotment percentage for the District of Columbia

will be 75 per cent.

APPALACHIAN REGIONAL DEVELOPMENT ACT
OF 1967

ENACTED ON OCTOBER 6, 1967

Demonstration Health Projects

This law revises the provisions of the Appala-

chian Regional Development Act of 1965 to pro-

vide that, in order to demonstrate the value of ad-

equate health facilities and services to the econom-

ic development of a region, the Secretary of HEW
is authorized to make grants for the planning, con-

struction, equipment and operation of multicounty

demonstration health projects, including hospitals,

regional health diagnostic and treatment centers

and other facilities or services necessary to health.

Grants for construction (including the acquisition

of privately owned facilities not operated for profit,

and initial equipment) must be made in accordance

with the applicable provisions of the Hill-Burton

Act, the Mental Retardation Facilities and Com-
munity Mental Health Centers Construction Act

and other laws authorizing grants for the construc-

tion of health-related facilities without regard to

provisions relating to appropriation ceilings or al-

lotments among the states.

No grant for the construction or equipment of

a demonstration health project may exceed 80 per

cent of the costs. The Federal contribution may be

made entirely from funds authorized under the bill

or in combination with funds provided under other

Federal grant-in-aid programs for the construction

or equipment of such facilities. Notwithstanding

(Continued on Page 864)

POTATOES ANYONE?
‘Raise your hand if you think there are from 400

to 800 calories in a pound of steak.

“
. . . Eight hundred to 1,200?

“. ..Twelve hundred to 1,600?”

These questions were put to a group of medical

men at an American College of Physicians’ meeting

in New York.

They responded to each question with a scat-

tering of hands. Some appeared uncertain.

Then, Dr. Alvan Feinstein, a Yale professor who
had been lecturing on nutrition, explained:

“A pound of steak contains from 1,400 to 1,600

calories, and an average serving of a quarter of a

pound of meat contains about 400 calories.

“On the other hand, an average serving of po-

tatoes . . . contains only 150 calories.”

—Health Insurance News
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APPALACHIAN DEVELOPMENT ACT
(Continued from Page 861)

other provisions of law limiting the Federal share

in the other programs, funds authorized under the

bill may be used to increase Federal grants for com-

ponent facilities of a demonstration health project

to a maximum of 80 per cent of the costs of the

facilities.

Grants for the operation (including initial op-

erating funds and operating deficits comprising,

among other items, the costs of attracting, training,

and retraining qualified personnel) of a demonstra-

tion health project whether or not constructed with

funds under the bill, may be made for up to 100

per cent of the costs for the two-year period be-

ginning, for each component facility or service as-

sisted, on the first day that the facility or service

is in operation as part of the project. For the fol-

lowing three years, grants may not exceed 50 per

cent of the costs. No grant for the operation of a

demonstration health project may be made unless

the facility is owned by a public or private non-

profit organization and is operated not for profit.

No grants for the operation of a demonstration

project could be made after five years following

the commencement of the initial grant. No grant

may be made unless the Secretary of HEW is

satisfied that the operation of the project will be

conducted under efficient management practices

designed to obviate operating deficits. A health-

related facility constructed under the Public Works
and Economic Development Act of 1965 may be

a component of a demonstration health project

eligible for operating grant assistance.

The Secretary of HEW is authorized <to provide

funds to the Appalachian Region Commission for

the support of its Health Advisory Committee. He
is also authorized to make grants for up to 75 per

cent of expenses of planning necessary for the de-

velopment and operation of the demonstration

health projects for the region.

Up to $50 million of the funds authorized to

carry out the Appalachian Regional Development

program for the two-fiscal-year period ending June

30, 1969, are to be available to carry out this pro-

gram.

Sewage Treatment Programs

The law authorizes the use of up to $6 million

of the funds authorized to carry out the Appala-

chian Regeional Development Program for the

two-fiscal-year period ending June 30, 1969, to car-

ry out this program.

Supplements to Federal Grant Programs

Authority to carry out the program of supple-

ments to Federal grant programs in existence on

or before December 31, 1967 is transferred to the

President (rather than the Secretary of Commerce),

RHODE ISLAND MEDICAL JOURNAL

through the Federal Cochairman of the Appala-

chian Regional Commission. Any finding, report,

certification, or documentation required to be sub-

mitted to the head of the federal agency respon-

sible for the administration of a federal grant-in-

aid program must be accepted by the Federal Co-

chairman with respect to an operational grant for

any project under the program.

This law authorizes the use of $97 million of the

funds authorized under existing law for the two-

fiscal-year period ending June 30, 1969, to carry

out this program.

In addition, the law amends the Public Works
and Economic Development Act of 1965 by adding

a new provision under which supplements to Fed-

eral grant programs in an economic development

region established under that law would be supple-

mented. The Secretary of Commerce, once a com-

prehensive, long-range economic plan has been es-

tablished under the law for a region, must provide

funds pursuant to the specific recommendations of

each Federal Cochairman of the regional commis-

sions established under the law. The funds are to

be used for the sole purpose of increasing the Fed-

eral contribution to projects under the programs

above fixed maximum portion of the cost of such

projects authorized by the appropriate law. No pro- *

gram or project may be implemented until ( 1 ) ap-

plication and plans relating to the program or pro-

ject have been determined by the responsible Fed-

eral officer to be compatible with the provision and

objectives of the Federal laws which he administers

and which are not inconsistent with this law; and

( 2 ) the regional commission involved has approved

the program or project and has determined that it

meets the appropriate criteria under the law and will

contribute to the development of the region. That

determination would be controlling. Funds under

the law may be provided only for Federal grant

programs for which funds are available under the

law authorizing those programs.

The Federal portion of the costs could not be

increased in excess of the percentages established

by each commission and could in no event exceed

80 per cent.

“Federal grant-in-aid program” means all pro-

grams in existence on December 31, 1967, assisting

in the acquisition of land or the construction or

equipment of facilities including, among other

things, the Hill-Burton Act. The term does not in-

clude any program in which loans or other financial

assistance other than a grant is authorized. Grants

under this provision must be made solely from

funds specifically appropriated for the purpose of

carrying out this provision. The funds may not be

taken into account in the computation of allocations

among states pursuant to any other law.
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The law authorizes the appropriation to the Sec-

retary for each of the regional commissions to car-

ry out this provision the sum of $5 million for fis-

cal 1968 and $10 million for fiscal 1969.

An application for a grant must be made through

the state member of the Commission representing

the applicant and the state member must evaluate

the application for approval. Only applications ap-

proved by the state member may be approved for

assistance.

The law amends the Public Works and Economic

Development Act of 1965 by adding a provision to

the effect that no federal assisance may be approvel

under that law unless the Secretary of Commerce
is satisfied that the project for which federal as-

sistance is granted will be properly and efficiently

administered, operated and maintained.

DID YOU KNOW?
• About 55.5 million Americans under age 65 are

insured through insurance company major medical

expense policies to help pay for virtually all types

of medical care — including drugs, nursing care,

appliances, and ambulance trips — ordered by a

physician.

• There are about 1.1 million persons 65 and

over and eligible for Medicare with group major

medical expense coverage.

• Since it became generally available in the

early 1950’s, major medical expense insurance has

been growing faster than any other form of health

insurance in the United States.

• As an example, at the end of 1951, only 108,-

000 persons were protected under these policies.

Ten years later, over 34 million people were insured.

• Today, over one-third of all persons with pri-

vate health insurance have insurance company ma-
jor medical insurance.

• Typical policies require that the insured in-

dividual pay the first $50 to $1,000 of his bills,

depending on his policy. Once this “deductible”

is met, the insurer pays 75 or 80 per cent of the

remaining costs depending on the maximum amount
of the policy.

• Maximum benefits usually range from about

$10,000 to $20,000 or more per illness or per life-

time. However, federal government worker con-

tracts go up to $40,000, while some labor contracts

now provide maximums of up to $100,000.

—Health Insurance Institute
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SHOULDER BELTS FOR '68 CARS INTRODUCED

American automobiles will introduce shoulder

belts along with the traditional lap belts in the

1968 models. The combination shoulder and lap

belt has been used by most European cars, but a

major difference between the American and Euro-

pean styles is that in the American car, the shoul-

der and lap belts are separate, and hence require

two buckles. The Europeans use a combination

system, and consequently only one buckle. Ameri-

can engineers feel the two buckle system is con-

siderably safer. As a result, each 1968 car will be

equipped with eight belts — lap belts in each of

the six seat positions, plus shoulder belts for the

driver and the right front seat. Many problems

arise with seat belts because users are unaware of

how tightly they should be worn. Lap belts, the

engineers say, should be worn tight, but the shoul-

der belt should be worn loose enough so that a

fist can be placed between the belt and the user’s

chest. The seat belts will cost $40-45 per car, but

will be priceless in the prevention of personal in-

jury in accidents.

(Joseph M. Callahan: “Shoulder Belts for ’68’s,”

in Trajjic Safety, August 1967)
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If hypothyroidism leaves your patient feeling like this...

Synthetic Thyroid Replacement Therapy

Letter® provides all the advantages

of the synthetically pure chemical

sodium levothyroxine. Dosage is

precise and potency is consistently

uniform.

and

Letter® is micronized to provide max-

imum opportunity for full absorption

and clinical response.

In addition Letter® is distinctively

color coded with an identifying num-
ber stamped on each tablet to pro-

vide accurate dosage control.

Indications: Hypothyroid conditions. Contraindications:
Thyrotoxicosis, acute myocardial infarctions unless associated

with hypothyroidism. In hypothyroidism with hypoadrenalism

coadministration of corticoids with LETTER® is recommend-
ed. Precautions and Side Effects: Excessive dosage may
result in diarrhea, cramps, palpitation, nervousness, rapid pulse,

sweating. If symptoms appear, discontinue medication for sev-

eral days, then reinstitute at a lower level. Since myxedema
patients with heart disease may suffer seriously from abrupt

increases in dosage, caution should be exercised in adjusting

dosage. Dosage: Generally, the initial adult dosage is 0.1 mg.

daily. This may be increased in small increments every one to

three weeks until proper metabolic balance is achieved. Avail-

able : Bottles of 1 00 tablets, in six potencies: 0.025 mg. (violet),

0.05 mg. (peach), 0.1 mg. (pink), 0.2 mg. (green), 0.3 mg.

(yellow), and 0.5 mg. (white).

consider

LETTER*
(SODIUM LEVOTHYROXINE,

ARMOUR) TABLETS

ARMOUR PHARMACEUTICAL COMPANY CHICAGO, ILLINOIS
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V Crying Spells-psycftfcotension

' with depressive sym£tbniS?

“I don’t know what’s the matter

with me lately... I cry and I cry...

and I really don t know why I do
.”

A woman often is not conscious of the real

reasons for her crying spells or refuses to

admit them to herself. On probing, you

may find that frequent weeping, like in-

somnia or neurotic fatigue, often is an expression of psychic

tension. She needs sympathy and reassurance, and perhaps a

calming agent to help her over her crisis. Consider prescribing

Valium (diazepam) for her. It usually reestablishes calmness

promptly. Crying spells and other secondary depressive symp-

toms normally subside as the tension is relieved. Your patient

then can cope more ^ ap* :r|H
easily with stresses HKgk
to which she is sub- I HENjB
jected. Valium (diaz- N

and V
mainte-^HS

usu-

ally does not impair

mental acuity or

ability to function. If side effects such as ataxia and drowsiness

occur, they usually disappear with dosage adjustment.

Before prescribing, please consult complete product informa-

tion, a summary of which follows:

Contraindications: Infants, patients with history of convul-

sive disorders, glaucoma or known hypersensitivity to drug.

Warning: Not of value in the treatment of psychotic patients,

and should not be employed

in lieu of appropriate

treatment.

Precautions: Limit

dosage to smallest

effective amount in

elderly or debili-

tated patients (not

more than 1 mg,

one or two times

daily initially) to

preclude ataxia or

oversedation, in-

creasing gradually as

needed or tolerated. As is true of all CNS-acting drugs, uni

correct maintenance dosage is established, advise patier j

against possibly hazardous procedures requiring complete mt
tal alertness or physical coordination. Driving during thera

not recommended. In general, concurrent use with other psycl

tropic agents is not recommended. If such combination thera

is used, carefully consider individual pharmacologic effect;

particularly with known compounds which may potentiate :

tion of Valium (diazepam), such as phenothiazines, barbiturat

JVIAO inhibitors and other antidepressants. Advise patier

^against simultaneous ingestion of alcohol or other CNS depn

sant;s. Safe use in pregnancy not established. Employ usi

precautions in treatment of anxiety

states with evidence of impending

depression; suicidal tendencies

may be present and protective

measures necessary. Observe

usual precautions in impaired

renal or hepatic function.

Periodic blood counts and liver

function tests advisable in long-

term use. Cease therapy gradually

Side Effects: Side effects (usu-

ally dose-related) are fatigue,

drowsiness and
ataxia. Also

reported: mild

nausea, dizziness,

blurred vision, di-

plopia, headache, in-

continence, slurred

speech, tremor and skin

rash; paradoxical reac-

tions (excitement, de-

pression, stimulation,

sleep disturbances, acute

hyperexcited states, hallu-

cinations); changes in EEG
patterns during and after

drug treatment. Abrupt

cessation after prolonged

overdosage may produce

withdrawal symptoms (con-

vulsions, tremor, abdominal

and muscle cramps, vomiting,

sweating) similar to those seen

with barbiturates, meprobamate

and chlordiazepoxide HC1.

Dosage : A dults: Mild to moderate psychoneurotic reactions,

to 5 mg b.i.d. or t.i.d.; severe psychoneurotic reactions, 5 to 1

mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 2

hours, then 5 mg t.i.d. or q.i.d. as needed; muscle spasm wit

cerebral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriatn

-patients: 1 or 2 mg/day initially, increase gradually as needei

and tolerated. (See Precautions.)

Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg
bottles of 50 and 500.

Roche Laboratories, Division of Hoffmann-La Roche Inc.

Nutley, N. J. 07110

Valium
(diazepam) Roche*

usefulfor the relief of

-psychic tension with associated

depressive symptoms
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